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PSYCHOSOMATIC AND RORSCHACH ASPECTS OF STUTTERING 


BY FERDINAND R. PITRELLI, M. D. 


[t is difficult to minimize the problem of stuttering. It affects 
directly 1 per cent of the population of the United States and 
indirectly the social milieu of the sufferers because it interferes 
with the establishment of satisfactory interpersonal relationships. 
It may lead to the occasional overcompensatory success of a Dem- 
osthenes or to the total failure of the psychotie individual. More 
commonly it engenders feelings of inadequacy, inferiority and 
frustration, and in their wake, unhappiness, apathy and depres- 
sion. At best, the complexities of living are compounded, the 
adaptive potentialities reduced, and gratifications of needs are 
achieved, if at all, at the price of extensive scarring and crippling 
of the personality. Such an important problem was bound to re- 
ceive, and has received, the attention of a host of investigators. 
From time to time various factors and often combinations of fac- 
tors have been postulated as the etiological agents of stuttering. 

EXquivoeal cerebral dominance, with consequent abnormal brain- 
wave potentials and ambidexterity ; change of handedness; regres- 
sion to, or fixation at, oral erotic, anal erotic or homoerotic levels; 
constitutional predisposition; faulty conditioning, disturbed me- 
tabolism, endocrine imbalance, organ inferiority, infantile sexual 
traumata, breathing difficulties, operations, tensions, frights, 
fears, anxiety, disturbances in interpersonal relationships, imita- 
tion, failure to resolve the Oedipal situation—all of these, either 
singly or in combination, have been held responsible for stutter- 
ing. The multiplicity of alleged causal factors has led to multi- 
plicity of therapeutic efforts—varying from therapeutic nihilism 
to interminable analyses; from speech exercises, to hypnotie re- 
moval of symptoms without regard to the etiological factors, and 
the personality of the stutterer; from the slavish application of 
analytic dogmas to judicious evaluation and effort to correct the 
total situation. Few cases are seen by the psychiatrist—most pa- 
tients are treated in speech correction classes in public schools, 
some by faddists, many by nonpsychiatrically oriented hypnotists, 
and the results are often disappointing or temporary. At times 
they are disastrous. F. W. Brown' tells of patients who were 
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‘‘cured’’ repeatedly and disappointingly. Stanley Cobb’ relates 
the case of a stutterer whose speech defect was treated by a stam- 
mering school, then by psychoanalysis, then by speech exercises, 
then by Adlerian individual psychology, and finally by a classical 
Freudian analysis. Each form of treatment was followed by im- 
provement and later by partial relapse. He concludes: ‘‘ All these 
improvements must be considered as aided by the general aging 
process and settling down into a successful family and professional 
life.’’ 

Nonpsychiatrie hypnotists have reported the numerous cures of 
stuttering that they have obtained by means of hypnotism and 
without delving into the conflicts or analyzing the personality of 
their patients. It would be instructive to know the end-results of 
these cures. It can be surmised that results in some cases are 
likely to be just as distressing as those which sometimes follow the 
use of an analogous procedure, namely the symptomatic adminis- 
tration of pentothal. This, when used without adequate psycho- 
therapy, is quite likely to cure the stuttering, and by removing 
this defense, bring the conflict into awareness, arouse anxiety, pre- 
cipitate panic and bring the patient to the verge of a psychosis. 

Jelliffe® describes disorders wherein removal of the symptom 
served to expose the individual to hitherto concealed anxiety, the 
release of which precipitated a psychosis. Meyer‘ cites two cases; 
in one, a schizophrenic psychosis developed during the treatment 
for stuttering, in another, the stuttering improved as a picture of 
dementia precox was unfolding. He feels that ‘‘the attempted re- 
moval of a stutter is not invariably an innocuous procedure and 
that there may be a definite hazard in failing to make a careful 
selection of those patients who are to be treated largely through a 
symptomatic approach.’’? Barbara,® in a recent paper on stutter- 
ing, reports that he found only 20 stutterers in a resident popula- 
tion of about 7,000 patients of the Central Islip State Hospital or 
0.28 per cent; that is, only one in every 350 patients, as against an 
incidence of one in every 100 among the general population. It is 
a fact that stuttering is not nearly so prevalent in the population 
of a state hospital as it is among the general population. In a 
group of 434 psychotics in the same hospital, the author has not 
been able to find a single case. This parallels his findings for hay 
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fever which is exceedingly common among the general population 
of Central Islip but practically non-existent among the more than 
7,000 patients in the hospital. It parallels, too, the findings for 
psoriasis—of which the writer has found only 29 cases in the en- 
tire hospital and, which is said to be the sixth most common skin 
disease and to affect about 5 per cent of the general population. 
It is interesting that psoriatic patients, even after they have been 
told by the dermatologist that the etiology and prognosis of their 
disorder is unknown, will continue to shop around and submit to 
injections, high colonics, massages, and what not; but will resist 
seeing the psychiatrist, and if they do, will often fail to return 
alter the first visit, instinctively holding on to the symptom which 
protects them from the danger of releasing their repressed hostile 
impulses inasmuch as psoriasis represents sadistic impulses turned 
against one’s own ego. 

The present paper is a preliminary report of a comparative 
study of nonpsychotie stutterers, psychotic stutterers and psycho- 
tics who were formerly stutterers. The clinical study of these 
three eategories indicates in all cases that no single factor is re- 
sponsible for the stutter. In addition, however, to heredity, frights, 
fears, endocrine and metabolic imbalance, oral fixation, ete., which 
are present simultaneously in most cases; through many of them, 
runs the refrain of the convulsive state, absence of startle phe- 
nomenon, presence of hyperventilation, strong unconscious and 
sometimes conscious homoerotic strivings, ete. The Rorschach 
protocols generally fall in the coarcted or coarctative group and 
while they are not diagnostic of stuttering per se, they do give an 
excellent delineation of a general neurotic personality structure 
and sometimes furnish the clue to the disruptive element at work. 


PsycnHotics WHo Were ForRMERLY STUTTERERS 


It occurred to the author that if stuttering is a defense against 
a more severe disorder, it should be possible to find many former 
stutterers among his psychotic patients as evidence that some- 
times stuttering ceases when there is a psychobiological change 
with consequent reintegration of the structure and functions of 
the personality at a different level. The findings corroborated 
this assumption; and, interestingly enough, in an initial group of 
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311 patients among whom there were no stutterers three former 
stutterers were found, or 1 per cent of the group—the same inci- 
dence as among the general population. 

Case 1. The first patient, R. 8., aged 18, diagnosed dementia 
precox, simple type, and admitted at 15 years of age, said that 
she had stuttered until the age of 12 when menstruation was es- 
tablished. She became obese and developed hirsutism. She felt 
that she was an object of derision on the part of her schoolmates 
and was taken out of school by her parents who date the onset of 
her psychosis from that time. 

Case 2. The second patient, H. J., diagnosed dementia prexcox, 
paranoid, reported that she had stuttered until the age of 12 when 
menstruation was established and she became obese. She, at first 
experienced transitory but recurrent auditory hallucinations. 
There followed a slow disintegration of her personality and finally 
admission to the state hospital at the age of 33. 

Case 3. The third patient, R. L., aged 44, a case of dementia 
precox, paranoid type, when asked when her stuttering had ceased 
said: ‘‘ Just at the time I had my nervous breakdown and entered 
the hospital 20 years ago.’’ 


A Psycnuotic STUTTERER 


Case 4. EK. H., aged 67, a widow, was admitted to the state hos- 
pital in February 1928, diagnosed involutional psychosis, melan- 
cholia. 

Family History—Her father died at 68, psychotic; he stuttered 
and was alcoholic. The mother died at 78 in a fall from a win- 
dow. A maternal uncle stuttered. One brother and two sisters 
stuttered. 

Personal History—The patient reports that she had convul- 
sions as a baby. She was nursed until she was two years old. 
She liked her mother better than her father; the mother worked 
in a blacksmith shop; the father was an alcoholic and died in a 
state hospital. She describes herself as having been a ‘‘erank,”’ 
spoiled by everybody, who liked to have her own way. She started 
school at five, began to stutter at eight; reached the sixth grade 
and left school at 12. Then she worked as servant and in factories: 
she eouldn’t hold jobs for long. She married at 28 and had two 
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daughters. There was one miscarriage. Her second daughter 
began to stutter at 10. This was replaced by convulsions at 11, 
menstruation was established at 12, convulsions ceased and were 
replaced by extremely frequent petit mal attacks, then these in 
turn were replaced by grand mal attacks at 20. 

Psychosis—T wo years before hospital admission, the patient be- 
caine hypochondriacal, complained of a lump in her stomach, was 
depressed and suicidal. She had ideas of impending harm to her 
husband and family. She complained of alternating feelings of 
numbness and blankness in her head followed by periods when it 
felt full. She described episodes which began with a strange feel- 
ing in her stomach, ‘‘funny taste’’ in her mouth, almost as if she 
were nauseated, then a feeling of fear, followed by much excite- 
ment, screaming and yelling and total loss of control. 

During the past few years KE. H. has exhibited contrasting be- 
havior on alternate days. One day she is overtalkative, overactive, 
euphoric; stuttering is minimal and clonic; startle phenomenon, 
grossly tested, is absent; and she is able to take care of her needs 
and make herself useful. On the following day, her stuttering is 
tonic and she is rendered practically speechless, helpless and de- 
pressed. She says ‘‘I get a frightened-to-death feeling in my 
stomach and I start stuttering. I can’t talk slowly—I have to 
breathe fast, talk fast—and get it all out—until I am all out of 
breath.’’ She complains of inability to concentrate and of her 
poor choice of words. 

Her Rorschach protocol is that of a coarcted individual. Of 20 
percepts, 18 are animal, one object, one fruit. She exhibited color 
shock and gray-black shock. F-+-% is within normal limits. She 
failed to turn the ecards until the seventh and when she did turn 
them she had nothing to add. 


A NonpsycHotic STUTTERER 


he following case history and Rorschach protocol of a non- 
psychotie stutterer illustrates the fact that stuttering is a symp- 
tom of a fundamental disturbance which pervades all the psycho- 
biological levels of organization of the personality structure; that 
its causes are multiple and complex; and that its treatment must 


necessarily be flexible and uninfluenced by preconceived etiological 
notions. 


7 
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Case 5. J. P. was a young man in his early twenties who had been 
stuttering since the age of three. He complained of a constant sen- 
sation of abdominal fullness and pressure which caused him to 
ake frequent trips to the bathroom where he had to spend con- 
siderable time and from which he often emerged without having 
obtained the desired relief. There was usually no abdominal pain 
and the bowel movements were normal. There was abdominal pain, 
however, following dietetic errors or periods of emotional stress. 
Ile was conditioned to his stuttering in that he didn’t let it inter- 
fere with his activities, and he was also rapidly becoming condi- 
tioned to his abdominal difficulties, even though they consumed a 
great deal of time and caused social embarrassment to himself and 
to his family on account of the delays they entailed. This did not 
disturb his equanimity to any great extent, but lately he had had 
two or three episodes of pain and he fell in readily with the sugges- 
tion of his family physician and his family that the somatic condi- 
tion might be emotionally determined, and agreed to consult a psy- 
chiatrist. While his presenting symptoms of stuttering and epigas- 
trie fullness caused him some inconvenience, embarrassment and 
inability to make full use of his potentialities, he was fairly well 
satisfied with his total situation. He was personable, had a good 
job, felt economically and socially secure, was active in sports, en- 
joyed motoring, had friends of both sexes, had no overt sexual dis- 
turbances, no conscious worries or fears and no problems other 
than the two already mentioned. 

He was reconciled to stuttering, for which he felt little could be 
done, but sought some relief from the gastro-intestinal disturbance. 
Ile said that he was free from stuttering when talking to girls, but 
stuttered badly when talking to boys. When asked if he had any 
explanation for this phenomenon he replied that he had noticed 
that with girls he was at ease and used a low-pitched voice and with 
boys he was anxious and tense for fear of stuttering, and found 
himself using a high-pitched voice. As already stated, sex, in all 
its aspects, was no problem to him; and he manifested no overt sex- 
ual disturbances. He professed no immediate interest in marriage 
but did not exclude its possibility several years hence. While he 
had been employed practically steadily since his graduation from 
high school, he had not definitely chosen his life work. His main 
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interest in life at the present time is to enjoy the company of his 
friends of both sexes, his sports, and his motoring. He would like 
to travel extensively before he finally settles down. 

He was able to give only a very inadequate family and personal 
history. He was unable to recall the year of his father’s death or 
any details of his long illness even though the patient was about 
IS years old at the time. His father was a stutterer who died at 
56. His mother is living and well. He has two brothers and two 
sisters, all married, all older than he is; none of them stutter. He 
was not weaned until his twenty-third month. There was no his- 
tory of childhood diseases other than measles. He had a tonsil- 
lectomy at six. He was graduated from high school at 18 and has 
worked steadily since, mostly as a welder. 

The onset of his stuttering was at the age of three. J. P. has 
heen told by his mother than one day he ran home from play in a 
panic and spoke of having been frightened by a colored man. Ile 
has stuttered since then and still fears negroes. He also fears 
snakes and darkness. His gastro-intestinal difficulties began just 
before graduation from high school, and before his father’s death. 
The information he is able to give concerning his life history and 
the setting in which his difficulties first arose, is singularly meager. 
No information at all is available concerning parental and sibling 
attitudes and other socio-environmental factors. 

J. P. is more informative concerning the stuttering. He endured 
the usual teasing and anxiety in the classroom and tried to get out 
of reciting as much as possible. There is no history of ambidex- 
terity or of change of handedness, no history of respiratory ill- 
nesses. Ilis physical examination is essentially negative; he is 
right-handed; there is no evidence of nail biting. His stuttering is 
tonic-clonic. The tonic phase is particularly striking. His facial 
expression becomes absolutely vacant, reminding one of a fugue 
ora petit mal attack. This phase is quite long and is terminated 
by a clucking, inspiratory sound. Then comes the clonic phase. 
While stuttering he strokes his right ear with his right hand. He 
complains about hyperventilation, swallowing of air, poor memory, 
inability to concentrate, and of the choice of what he considers in- 
ferior words in talking. He has noticed a total lack of startle re- 
action in situations where his companions respond with pronounced 
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startle. He says, ‘‘When I talk to women I usually talk in a low 
tone of voice. I’m relaxed, free and easy. When I talk to men I’m 
up in the higher tone and everything seems to tighten up on me. 
The whole blood rushes up to my throat, then I feel head pressure 
and I seem to get out of breath.’’ 





The record of this patient’s Rorschach examination follows: 


1. WF-+AP 


2. DF+Hd P 


3. DF+H 
4, DYF+Cl 
5. DdF—Ad 
6. DF+A 
7. DM+HP 
4.0 


8. DMFYHd, Cg 


9. DsF—Adx 


10. WF-+-AP 
1.0 

ll. DF—Hd 

12. DdF+Cg 


13. DdF+Ad 


14. DM+HP 
3.0 


15. DdF—A 


CASE 5. RORSCHACH PROTOCOL 
Card I (30”) 

(Stutters) It looks like—a butterfly—maybe a bat (the whole 
thing). 

Shape of a girl there right in the center. (From hips down.) 
(D 38= Beck scoring system.) 

Looks like a witch. (D 2.) 

Darker spots looks like sky all broken. Looks like a cloudy 
sky when it is starting to rain. 

There is a head of a dog in there. (Under Dd 22.) 

Card II (90’’) 

V<AV>A Resemblance of a pig or animal of some sort— 
it looks like a pig. <\/A. That is all I can get from it. 
(All the black.) 

Card III (60’’) 

A<VA>A Looks like two men are dancing. 

\V>A/ (All the black.) 

/A\\VV It looks like woman’s hand at the bottom of these things 
wearing glove </\ (The thumb and one finger pointing 
out.) (D 10.) 

Card IV (40”) 

\< Head of a dog—seems as though this one is barking— 

it has its mouth open. <A <> (Standing still.) (D 8.) 
Card V (30’’) 
\\/ These seem all to look like butterflies. 


>It looks like a leg. (Woman’s) (D 2.) 

AV >A A man’s hat—a derby hat. VAVA. (D 6.) 
Card VI (45”) 

A<\V An eagle’s head. (D 2.) > (Yawns) AV<AV. 
Card VII (65’) 

A< (Yawns) >/\/ Looks like two girls running away from 
each other. (Getting ready to move there. Their backs to 
each other.) (D 2.) 

\/ Looks like two goats trying to butt-one another. (I didn’t 
say they are goats but they are two animals trying to hit 
head on.) (Dd 22.) 








W 
1) 


Dd 


Z 


Ap 


DF+AP 


DdM—H 


DdF—Obj. 
4.5 

DsFV-+Ls 

DFY+HdP 

DdsF-+Hd 

DdM+H 
2.5 


DdFV-+Ls 


DM-++-A 
4.0 

DdF—Bt 

DF+-AP 

DM—H 
4.5 

DF +-Aobj. 

DM-+-A 


17 (s 2) 
10 (s 1) 


29 


98 5 


(W) D Dd!! 
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Card VIII (15”) 
> Looks like a mouse. 
A<A>V (Yawns) A>V>- 

Card IX (15’) 
Looks like a person walking. 

arch.) 
On a rope. (Dd 25.) (Standing still.) 


Over a canyon. (Ds 8.) 


183 


Looks like he is ready to move (D 1.) 


(Tiny dd in middle of thin 


AV > (Stutters) An old man’s head with a moustache. (D 4.) 


92 


me 


[</A> A pair of eyes. (Dds 
A\/>A> A man climbing. (Dd 26.) 
A hill. 

Card X (10”) 


It looks like two animals arguing 


A tree or something. (Dd 24 the shape.) 
Looks like a devilfish here. (D 1.) 
Two women talking. (D 4.) 
A>A>VAV A wishbone. (D 3.) 


(He seems on the move but he is not moving there.) 


as to who is to climb. (D 8.) 


//\ Two ducks with their heads together. (D 6.) (As if talk- 


ing to each other—I am not going by color.) 
RESPONSE SUMMARY 


R Total 29 


M 7 (—, 2) H 6 F+% 
MFY 1 Hd 5 F% 
FY 1 A 8 A% 
YF 1 Ad 3 (1x) s 
FV 2 C1 1 YP 
F+ 11 Cg 1 
. 6 Obj 1 
—— ls 2 
29 Bt. 1 
Aobj 1 
29 
W:M=2:8 Total time 25’ 


M:C=8:0 
Exp 8/0 


T/R 
R/First R 


Seq methodical with irregular trend 


VUI+IX+xX 


Chromatic Cards 190” 
— —48% Achromatic Cards 210” 


R 


90" 


ror 
ve 


40” 
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Interpretation of Rorschach Protocol, Case 5 
3 


Neurotic shock (color) and anxiety (gray-black shock) are the 
predominant features in this record. As evidence of neurotic shock 
one finds: Increased first response time in Plate I] (90) and Plate 
111 (60”); diminished productivity; one R in Plate II and Plate 
VIIL; refuge into Dd in Plate LX; total absence of color responses. 

As evidence of anxiety (gray-black shock) we find: Increased re- 
action time in Plate IV (40”), Plate VI (45”) and Plate VII (65”); 
diminished productivity: One R in Plate 1V and Plate V1; Adx 
and F—- in Plate 1V; refuge into a Dd in Plate VI. He is bored 
with Plates VI, VII, VIL, and yawns. This latter reaction to gray- 
black is evidence of severe anxiety and indicative of profound dis- 
turbance— although the Hd are not more numerous than the H, 
they are sufficiently numerous to be confirmatory of anxiety. 

The effects of this gray-black and neurotic shock are far-reach- 
ing—they cripple his personality potential intellectually and affee- 
tively. 

Intellectual aspects of the personality as shown by the Ror. 
schach: Intellectually, his functioning ability is reduced : (Z—28.5), 
content is impoverished, F'-+-% is reduced (64%) and I°% increased 
(58%). His drive is reduced (W:M=2:8). He takes refuge in 
noneommital responses. His thinking is adaptive (A—34%) and 
conventional (SP). His intellectual approach shows an _ over- 
emphasis on the small details (Dd). His logical method is method- 
ical with irregular trend. 

Emotional aspects of the personality as shown by the Rorschach. 
A ffectively, J. P. does not respond to color stimuli (C=O), his ex- 
perience type is introversive and constricted (M:C=8:0). He pos- 
sesses creative imagination (8M) but very often the M is trans- 
formed and denied by insecurity and doubt. In R 24 and R 29 he 
has recourse to animal forms for a human activity. He displays 
the restriction of feeling tone openly in R 29, when of his own ac- 
cord, he says ‘‘I am not going by color.’’ In the sensitivity to light 
factors he has recourse to resignation that amounts to apathy. 
Dysphoria is fairly prominent (one FY, one MFY, one YF). Pas- 
sivity is the resultant principal reaction pattern. He shows this 
trait in his resignation formula ‘‘That is all I ean get from it,’’ in 
his shading (Y) responses, in the fairly low total time; in the 
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vawning accompanying Plates VI, VII, VIII, in the failure to ques- 
tion the result of the test. He further adjusts by retreat into fan- 
tasy life and stuttering (Plate I, IX) and psychosomatic com- 
plaints. 

lle has stabilized his life at a neurotic level in reaction to his 
disturbances, probably of neurasthenic and compulsive form in 
view of the richness of the inner life. His only other form of ad- 
justment would be psychosis, but this he cannot take—his ego is 
too strong (F+-64%), his functioning intelligence within normal 
limits, his adaptive thinking good (A—34%), his respect for con- 
vention very good (8P), he possesses creative imagination. [ur- 
thermore he is not entirely passive, and he is in the process of be- 
coming more extroverted. 

lle showed a latent capacity for better affective rapport in the 
all-color ecards. His speediest responses oecurred in Plates VIII, 
iX and X. In Plates 1X and X he produced the most responses, 
seven and five. The number of responses to chromatic and 
achromatic cards are 17 and 12, respectively. The color cards thus 
had a stimulating effect on him. As a matter of fact the percent- 
age of responses (48 per cent on the last three cards) indicated an 
overdependence upon outside stimuli which, taken in connection 
with his basie trend, indicated another source of conflict. 

The two FV project his feelings of inferiority, insecurity and 
sensitivity to existing inadequacies. In R 17, 18, 19, he is the 
ininute figure walking on a rope, over a canyon, and he is brought 
toa standstill. In R 22 and R 23, he is a man climbing a hill, he 
seems on the move but he is not moving. 

What is the cause of the feelings of inferiority? What is it that 
constricts his intellectual and affective potential? The stance is 
suggestive: Of the eight M percepts, four are centripetal, two ex- 
tensor, two equivocal. The flector and centripetal trends are the 
expression of passivity, of the feminine component in the sexual- 
ity. They point to a submissive inner attitude, to adjustment by 
vielding. The excessive number of Dd points in the same direction. 

That the conflict is in the sexual sphere is confirmed by the han- 
dling of the plates heavily weighted for sex responses, particu- 
larly of Plate VI and Plate IX, the same that bring out the neu- 
rotie and gray-black shock. The three Y associations are further 


AVRIL-——1948—B 
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evidence of passivity and resignation. There are balancing fea- 
tures. Some of the kinesthesias are independence-seeking. This 
he brings out in the animal content: R 9, dog barking; R 51, goats 
butting one another; R 24, two animals arguing; R 29, ducks with 
their heads together. ‘These and R 27 inelude also the oral com- 
ponent. 

J. P. generally sees only part of the feminine figure: R 2, R 8, 
R11. The dd of R12, R 21 are suggestive of the male parental 
image. In fact it is Plate VI and Plate LX that disorganize him. 
In Plate VI he produces a single response a dd—and Plate IX ac- 
eounts for five, or most of his other dd, in addition to the two in- 
feriority-denoting and insecurity-denoting FV. Plate IX also 
produced stuttering, the dysphoric Y and autistic content. 

To distressing feelings of inferiority, he reacts with a moderate 
amount of resistance (three s). In an introversive individual 
(M>C) this oppositional tendency is directed against the sell, 
against the promptings from within, the fantasy life, the deep 
wish-activity. After the shock in Figure VIII, he recovers in 
Figures LX and X; this is the usual defense pattern of the neu- 
rotic. The record is nicely balanced. I+-% denotes an intact ego. 
Slow T/R, high A%, high conformity score, attention to the con- 
crete, denote his caution. Because of these, of his imaginative liv- 
ing, and of his above-normal intelligence, he is capable of some re- 
sponse to treatment. 

Feelings of inferiority and anxiety are the destructive forces. 
J. P. has stabilized his existence at a neurotic level in reaction t 
his conflicts. His fantasy-living, his gastro-intestinal symptoms 
and his passivity are necessities, 

The personality traits noted, as projected into the Rorschach 
inkblots are in perfect correlation with the personality traits o! 
stutterers as measured by the Bernreuter Personality Inventory 
used by Bender.’ Richardson’ * cites the findings of Bender:° ‘‘ In 
relation to non stutterers (a) stutterers score significantly higher 
in neurotic tendencies; (b) they are more introverted; (c) they are 
less dominant; (d) they are less confident of themselves; (e) they 
are less sociable. The scores on self-sufficiency do not differ sig- 
nificantly.”’ 
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In Richardson’s" * own study of the personality of adult stutter- 
ers in which 30 subjects were matched with a control group of non- 
stutterers similar results were obtained. She says ‘‘a summary 
of the stutterers’ traits as determined by the Rorschach norms 
shows them tending to be more detailed in their approach to prob- 
lems; they have an average amount of inner living; they are aver- 
age in their stereotypy; they are more constricted than the aver- 
age; and they tend not to respond impulsively to outside stimuli.”’ 

Treatment 

The significant etiological factors in this case are: heredity, un- 
due fixation at oral erotic, anal erotic, homoerotic and phallic 
levels, failure to resolve the Oedipal situation, fright, anxiety, feel- 
ings of inferiority. Morphological and physiological disturbances 
are suggested by the tonic-clonic quality of the stutter, by its pe- 
riodicity, the appearance of fugues, the description of aurae, the 
choice of inferior words, the absence of startle, the vasomotor in- 
stability, the hyperventilation. 

Rorschach findings suggestive of cortical-subcortical disturb- 
ances are: 1. Disorderly, jerky, spasmodic, purposeless, excessive 
turning of the ecards. 2. Short total time. 3. Violent fluctuation of 
initial reaction time in each plate. 4. Choice of inferior words. 5. 
“luctuation of form quality. 6. lmpoverished content. 7. Short 
percepts. 8. Fluctuation in the distribution of fantasy activity 
(M). 9. Fluctuation in the distribution of organization activity 
(Z). 

While change of tempo is more characteristic of a schizophrenic 
process, there are no other signs of such a process in this protocol. 
.t would seem then that in this case the etiological factors are geno- 
cenic, histogenic, chemogenic, neurogenic and psychogenic. In 
other words they pervade the whole psychobiological structure. 
This subject’s disturbance is too deep and too fixed to be reached 
hv an orthodox analysis, and even if it could be reached, the dan- 
ver of disturbing the precarious equilibrium would be overwhelm- 
ng. As already stated, his fantasy-living, his somatic symptoms 
and his passivity are necessities. 

The danger of precipitating a psychosis is very real and the evi- 
dence of the Rorschach corroborates this danger. This is one of 
those cases where supportive and covering-up therapy is indicated. 
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The subject has thoroughly repressed his confliets—-he has am- 
nesia for large segments of his life history, he does not produce 
any dreams or fantasies, he is apathetic. He does not come to 
treatment for his personality. He is happy as he is. He does not 
expect to be cured of the stutter. Ile feels that he is pretty well 
adjusted to that—all he wants is some amelioration of his gastro- 
intestinal disturbance. 

Bearing all this in mind, the various etiological factors were 
evaluated and were attacked from all accessible angles. 

Little or no effort was made, however, to ventilate any deep- 
seated conflicts or to give him any deep insight into the causes o! 
his distress. 

Specifically, the treatment procedure was as follows: 1. His life 
history was reviewed with him. 2. An elementary explanation of 
constitution and psychosexual development in relation to person- 
ality formation was given. 38. An elementary explanation of the 
effect of emotional factors on bodily functions was given. 4. His 
assets and liabilities were reviewed with him and his potentialities 
for further development pointed out. 5. Instruction on relaxation 
therapy (as elaborated by Fink’ and Jacobson”) was given, par- 
ticularly in regard to the organs participating in the function of 
speech. 6. Speaking techniques such as chewing exercises and use 
of low pitch, were pointed out. 7. Techniques of expanding inter- 
personal relationships were pointed out. 8. The meaning of goals, 
attitudes, spontaneity, awareness, environment was discussed. 9. 
The attitude of the therapist was permissive and all possible pains 
were taken to avoid development of a dependent relationship. 10. 
Treatment was terminated after eight sessions averaging one and 
one-half hours each, with the suggestion that as a result of the 
awareness engendered and of psychobiological and socio-environ- 
imental factors operating at all times, further development and in- 
provement would occur. 

As a result of treatment there was a marked improvement of the 
gastro-intestinal difficulty,-some improvement of the stuttering 
and the family reported that the patient seemed to be a happier 
individual. 
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Discussion 

This study suggests that stuttering is symptomatic of a charac- 
ter-neurosis having genogenic, morphogenic, chemogenic, neuro- 
genic, psychogenic and socio-environmental etiological factors 

The psychogenic factors include at one and the same time oral 
erotic, anal erotic, homoerotic, phallic and Oedipal components. 
Of these, the homoerotic component seems to be the weakest link 
in the psychosexual structure. The stuttering constitutes a de- 
fense against the coming into awareness of the repressed in- 
stinctual urges and when the symptom is removed by hypnotism 
or pentothal, or other equally abrupt interference, without ade- 
quate psychotherapy, it may be replaced by another symptom or 
hy panie or by psychosis. The fact that the incidence of stuttering 
unong psychoties is only 0.28 per cent, as compared to 1 per cent 
uinong the general population, seems to corroborate this. Further 
corroboration is established by searching for a history of former 
stuttering among psychotics and finding it in 1 per cent of the pa- 
tients, the same percentage that is found among the general popu- 
lation, 

Case 1, Case 2 and Case 3 show that stuttering may cease when 
there supervenes a psychobiological change such as menstruation, 
endocrine imbalance, metabolic imbalance, or onset of a psychosis. 

In Case 4, that of the psychotic stutterer, and in Case 5, that of 
the nonpsychotie stutterer, in addition to all the usual etiological 
‘actors, there is a striking finding that cannot be lightly disnitssed. 
This is the eceurrence and intimate intermingling with other etio- 
logical factors of signs and symptoms which we are in a habit of 
associating with idiopathic epilepsy—in other words, of an epi- 
leptic complex. This series is too small to permit generalizations, 
and none are intended. This paper is intended merely to present 
case reports and give leads for further research. Since the etiol- 
ogy of hoth idiopathic epilepsy and stuttering is obscure, and since 
the Rorschach test has been added to our diagnostic armamen- 
tarium, a comparison of a large series of nonpsychotie stutterers, 
psychotie stutterers, psychotics who were formerly stutterers and 
idiopathie epilepties might be of value. The writer is in the pro- 
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cess of collecting such material and will publish it if the results 
warrant it. In the meantime, the following remarks are submit- 
ted as suggestive findings in Case 4 and Case 5. 

Case 4. The patient’s daughter stuttered, then the stuttering 
was replaced by convulsions, then came menstruation, then petit 
mal attacks and finally again grand mal attacks. The patient her- 
self had convulsions as a baby. She complains of aurae, attacks 
of screaming and loss of control, hyperventilation, push of speech, 
absence of startle phenomenon, inability to concentrate and de- 
terioration of vocabulary. Her stuttering for years has been tonic 
—amounting to speechlessness on one day, followed by minimal 
clonic stuttering on the succeeding day. She refers to the former 
as her ‘‘bad days’’ and to the latter as her ‘‘good days.’’ It may 
be of interest to note that the possibility of a connection between 
stuttering and epilepsy has occurred to the patient herself. She 
says ‘‘What makes me so angry is that when I stutter to the point 
where I become speechless, I am not even able to write down the 
message I’ve been told to deliver, because I can’t even think of 
what I have to write about, my legs begin to tremble and I am re- 
duced to a standstill, like a dummy. Sometimes I wonder whether 
I have the same type of sickness my daughter has. I worry con- 
stantly about not being able to answer questions because of my 
stuttering. I used to be able to spit it out, but now I can’t.’’ 

Her Rorschach protocol is that of a coarcted individual. There 
is gray-black shock and color shock. Impoverishment of content is 
extreme. Vocabulary is deteriorated. Turning is practically ab- 
sent. 

Case 5. This patient complains about hyperventilation, swallow- 
ing of air, poor memory, inability to concentrate, deterioration of 
vocabulary and lack of startle. He also complains of a tight- 
ened-up feeling, blood rushing to the throat, head pressure and get- 
ting out of breath. His stuttering is tonic-clonic. During the tenic 
phase he looks as if he were going through a petit mal attack. His 
face is absolutely motionless and expressionless. His eyes have 
a vacant stare. Breathing appears suspended. This is followed 
by a clucking, inspiratory sound, then the clonic phase ensues. 

The Rorschach records of nonpsychotie stutters when compared 
with one another, have impressed the writer with the following 
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characteristics which also point to an ‘‘epileptic complex’’: 1. 
Yotal reaction time is either extremely short or extremely long. 
», Initial reaction time is either instantaneous or extremely pro- 
longed. 3. There is either no turning at all of the cards, or else 
there is a disorderly, jerky, spasmodic, apparently purposeless, 
excessive turning of the cards. 4. Percepts are either very brief 
or very elaborate. 5. Content is either extremely impoverished or 
extremely rich. 6. Choice of words is either very careless or very 
punctilious and pedantic. 7. Form quality is either very poor or 
very good, 8. Organization activity is either minimal or of a high 
order. 9. Associational productivity is either minimal or lavish. 
10. Affective associations (M and C) are either zero or very 
exuberant. 

Sometimes this extreme fluctuation occurs in a single protocol. 
In the protocol of Case 5 for example, there are the following find- 
ings: a. Violent fluctuation of initial reaction time in each card. 
|). Fluetuation of form quality. ¢. Fluctuation in the distribution 
of organization activity (Z). d. Violent fluctuation in productivity 
in each eard. e. Fluctuation in the distribution of fantasy ac- 
tivity (M). 

Guirdham," too, as cited by Klopfer and Kelley,’® describes this 
‘staccato’? phenomenon in connection with the very extensive 
torschach work he did with epileptics. 

This polarity reminds the writer of the polarity which may be 
observed in the character of, at least some of our epileptics. As 
llinsie’* suecinetly expresses it, ‘‘The moods frequently appear in 
opposition. Bitter hatred may be replaced by intense love; ecstasy 
inay be replaced by depression. Pronounced egocentricity may al- 
ternate with slavish obsequiousness. Tremendous religiosity may 
alternate with atheism. Highly moral attitude may follow immor- 
ality.’’ Pende™ lists lefthandedness, stammering and other speech 
disorders, facial asymmetries, and hyperexcitability of the vege- 
tative nervous system, especially of the parasympathetic, among 
the signs and symptoms that may be found in subjects who display 
the epileptogenous reaction of the nervous system. He says: ‘‘Of 
particular interest are some of the recent researches that demon- 
strate the close affinity of the epileptogenous with the hypothy- 
roid diathesis and with spasmophilia (Peritz), and, according to 
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Buseaino, especially to dysthyroidism. On the basis of my en- 
docrinological experience, however, I do not believe that we can 
assign a preponderant importance in the genesis of epilepsy to 
this or that particular endocrine anomaly, but that this affection 
must be attributed to a primary degenerative autochthonous anom- 
aly of the brain, which may indeed often be, but is not always, 
associated with constitutional endocrine imbalances (various forms 
of hypoendocrinism and hyperendocrinism).’’ Cobb?’ states that 
‘*Lindsley’® made electroencephalograms of normal people and 
stammerers during speech. In normals the alpha rhythm of the 
brain waves was usually synchronous and smooth. In the stam- 
merers the waves in the tracings from the two hemispheres were 
frequently out of phase and often obliterated, especially when 
blocking in speech was observed clinically.’’ It is of interest that 
in his series of 20 psychotie stutterers Barbara’ lists three pa- 
tients with epilepsy, four with endocrine pathology, three with se- 
vere metabolic disorders, two with organic brain pathology. Only 
three of the patients are apparently free from significant physical 
disorders. 


SUMMARY 

I. This is a preliminary report regarding comparative clinical 
and Rorschach findings among nonpsychotie stutterers, psychotic 
stutterers and psychotics who were formerly stutterers. 

II. The complete case history and Rorschach protocol of a non- 
psychotie stutterer is given. 

III. This study suggests the following conclusions: 

a. Stuttering is symptomatic of a character neurosis having 
genogenic, morphogenic, chemogenic, neurogenic, psychogenic and 
socio-environmental factors. 

b. The psychogenic factors include simultaneously oral erotic, 
anal erotic, homoerotic, phallic and Oedipal components. 

e. Stuttering is a defense against the coming into awareness of 
repressed instinctual urges and when the symptom is abruptly re- 
moved by hypnotism or pentothal, without adequate psychother- 


apy, it may be followed by another symptom or by panic or by psy- 
chosis. 
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d. Stuttering, like psoriasis and hay fever, is far less prevalent 
uuong psychoties than among the general population. Psychoties 
who were formerly stutterers, however, are as prevalent as stut- 
terers among the general population. 

e. Many psychoties say that their stuttering ceased at some crit- 
ical point in their psychobiological development such as the onset 
of menstruation, marriage, menopause or onset of psychosis. 

f. The Rorsehach protocol of the nonpsychotie stutterer confirms 
the clinical findings. 

¢, An attempt is made to correlate clinical and Rorschach find- 
ings among stutterers and sufferers from idiopathic epilepsy and 
to postulate an ‘‘epileptic complex’’ in the elinical history and 
Rorschach protocols of stutterers and idiopathic epileptics. 
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THE POLTERGEIST---PSYCHOANALYZED 


BY NANDOR FODOR, LL.D. 


The Poltergeist is rather in vogue today. The term, obscure out- 
side the field of oceult inquiries until comparatively recent days, is 
now accepted by the general public as a mysterious ‘‘racketing’’ 
ageney which, in some way, is connected with the unconscious 
of some one on the scene. There has been a recent popular mystery 
story, Who’s Calling? by Helen McCloy and frequent references to 
Poltergeist phenomena in mystery hours over the radio. Little has 
heen done, however, to determine whether medical or psychologi- 
cal therapy can effectively stop or ‘‘cure’’ disturbances of such 
a ghostly character. 

It is worthy of the attention of neurologists that in the case of 
two soldiers in the Station Hospital, Guernsey,’ Dr. Purdon made 
sphygmograph tracings of inexplicable knockings which were 
heard for 10 days, and concluded that they were due to nerve 
‘‘explosions’’ related in some way to chorea. Under the adminis- 
tration of potassium iodide, sodium salicylate, and arsenic in full 
doses the men improved and the raps became less frequent. Pur- 
don also observed that when the knocks were first heard, Private 
\\. got an attack of ‘‘musecular rheumatism,’’ and that he had suf- 
fered from a form of epilepsy up to five years before. 

(horea was also responsible for a similar attack in the family 
of Kk. Howard Grey, D. D. 8.*. The attack commenced during the 
cutting of his child’s permanent teeth. Sometimes convulsions oc- 
curred at night. ‘‘We were usually well prepared for these noc- 
turnal troubles by explosive and other auditory sounds, either on 
the wall, or as described by Drs. Drury and Purdon, as indeter- 
minate or aerial. Sometimes a tinkling sound as of dropping wa- 
ter would be heard, but none was visible. My wife, a surgeon dent- 
ist in active practice for many years, who had also completed a 
medical curriculum at the University of Boston, and at a London 
school for women, assisted me in my endeavor to find out a natural 
cause for these sounds, but without results. She joins me in aftirm- 
ing that they occurred when the child was asleep, also in her ab- 
sence, for instance when she was in bed upstairs we have heard 
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them in a room below; sometimes her mother heard them sounding 
like little taps on a newspaper she might at the time be reading, 
and has drawn my attention to the same.’’ (Pp. 120-121.) 

It is from such beginnings that the full-blown Poltergeist trou- 
ble is born. The observation of the latter leaves no doubt what- 
ever that an unconscious tempest is raging behind it. As far as | 
am aware, my own paper” is the only psychoanalytical contribution 
to Poltergeist literature. It may be, therefore, important to give 
a short summary of a second case with which I had the good for- 
tune to deal, in which my efforts were directed entirely at laying 
the ghost by catharsis, and were crowned with signal success. 

For readers in the field of psychotherapy and mental hygiene 
my background for the discussion of ‘‘psychical phenomena”’ 
should be given. 

My work as a psychoanalyst was preceded by some years of 
‘*psyehical’’ research. I was director of research of the Interna- 
tional Institute for Psychical Research, London, from 1934 to 
1938. I have investigated many instances of Poltergeist phenom- 
ena and can assure readers of the present paper that many of the 
manifestations are real. I consider them, however, to be mani- 
festations of major mental disorder of schizophrenic, though tei- 
porary, character, not the product of anything supernatural. | 
became convinced that they could be understood only in the terms 
of the dynamie psychology which is based on the discoveries of 
Freud and I am interpreting the case reported here accordingly. 

The story, as exciting as any on record, begins in a 300-year-old 
cottage in Chelsea, London. Prior to my appearance on the scene, 
loud knockings had been heard on the front door between 1 and 2 
a. m. for the previous eight months. From the window of the 
front room on the ground floor, the door could be observed. Foot- 
steps were heard to approach, then the knocker of the door ‘*‘lifted 
itself’’ and the cottage resounded with bangs. Later the ‘‘invisible 
man’’ entered the house with a shuffling gait and made bottles of 
whiskey, tins of biscuits, coffee cups, saucers and plates of hot 
food disappear. One moment they were there; the next they were 
missing. Sometimes they came back, sometimes they did not. 
Doors opened by themselves, money disappeared from the money 
box; and keys wandered from drawers into keyholes. 
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Then Miss Whalen (pseudonym), the owner of the cottage went 
to the hospital for a thyroid operation. During her absence of six 
weeks, the house remained quiet. It was hoped that, with her suc- 
cessful operation, the disturbances would be ended. Such was not 
the case. The ‘‘rumpus’’ started again and this time it persisted 
during Miss Whalen’s absence in Paris. Miss Jenkins (pseudo- 
nym), a journalist who lived in the house related that: 

‘| slept well until 5:30 a. m. and was awakened by what I 
thought to be a scratching upon the front room door. It sounded 
as though a tiger had got loose and was trying to get in. I hada 
dog and a cat in my room. The dog cowered in a chair shivering, 
and the eat ran around in panic, hurling itself against the window 
several times in an effort to get out, then running to the door and 
clawing It. 

‘‘! did not have enough nerve to open the door but I opened the 
\indow and the cat flew out into the street, only to return about 
iiid-day. I was severely shaken and decided not to spend another 
night in the house. I explained matters to a man friend who read- 
ily consented to take my place and locked himself in with the ani- 

als. At 5:30 the following morning, the same thing happened on 
lis door. He flung it open and the cat made a mad rush towards 
the front door. The dog remained in the chair, frightened. No 
one Was in the passage. 

‘‘When Miss Whalen returned from Paris, I was reluctant to 
tell her about the latest manifestations. A day or so later she ap- 
peared very worried and told me that she heard a scratching noise 
outside her window all night and that she was afraid to look out.’” 

In ordinary circumstances, I would have interviewed Miss Jen- 
kins’ friend to check up on her story and would have made every 
effort to see the ghost in action. This case, however, demanded 
different treatment. JI found Miss Whalen trembling from weak- 
ness. She could speak only with an effort; her cheeks were sunken, 
and her skin showed a sickly hue. Not investigation but therapy 
was her urgent need. It looked as if she would succumb to fright 
if the ghost could not be speedily laid. 

| was convinced, on the basis of previous experiences, that the 
creepy atmosphere of an old house lends itself to an unconscious 
projection and dramatization of one’s own conflicts into ghostly 
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manifestations. I decided to ignore the dynamies of the reported 
happenings and informed Miss Whalen of my considered opinion 
that she was haunted by her own past; that while she had been 
successful in keeping some unhappy memories from entering into 
her consciousness, she had failed to keep them bottled up; that 
her libido had side-slipped and walked out on her as a ghost, wast- 
ing her vitality in a vain attempt to convey a message in the same 
way—as in other cases—a symptom would. 

She asked me what I meant and I suggested that the knocks and 
footsteps symbolized the coming of the message, and that the dis- 
appearance of the objects indicated an invasion of her field of 
consciousness by some troublesome complex to which she must ur- 
gently attend. I ventured to add that she need not concern hersel! 
with the form of the phenomena because if she undertook, in co- 
operation with me, an exploration of her unconscious, the physical 
manifestations would be rendered unnecessary and would stop at 
short notice. 

At this unexpected communication Miss Whalen’s depression 
vanished as if by magic, her eyes lit up, the color came back to her 
face and she agreed that I must be right. Deeply within herself, 
she felt that in some way she was involved in the phenomena. She 
had feared that | would saddle her with a ghost. Now she felt free 
to tell me that when the knocks on the door became too loud she put 
out a sign: ** Please ring the bell.’’ And from then on, the ghost 
never knocked again. 

| believe that this piece of magic worked as a post-hypnotie sug- 
gestion does. Her unconscious was unable to disobey a wish which: 
through the written and then forgotten request was placed on the 
same level on which the ghostly manifestation originated. The 
sign over the door ended the knocking—and proved that the power 
of controlling the phenomena lay within Miss Whalen’s mind. 

Miss Whalen admitted the strength of my argument and with 
this admission a door slammed shut in her unconscious; and the 
ghostly happenings in the cottage came to a sudden end. 

The reasons why her own ‘‘ghost’’ had ‘‘walked out on her”’ are 
of considerable interest: 

After my first visit she dreamed that a dog was run over in her 
street, and she awaked in great distress. I made her recline on 
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the couch, gave suggestions to relax and asked her to visualize the 
dog. It changed into a man who had charge of her previous dog 
whieh was also run over. Then the man changed into an earlier 
dog she owned, and this dog to a still earlier one. Finally, the dog 
became ‘‘John,’’ the man who had jilted her six years before. 
Since then, she said, she had had no interest in life. 

Obviously, the dog that was run over in her dream was Miss 
\Vhalen herself. Her ego was crushed by John; and this must 
ave been an important factor in her prostration. 

‘our days later, another, more important factor emerged. She 
dreamed that she was a vulture or an eagle, flapping—greatly ex- 
liausted—between two smooth rocky walls which reached up to 
immense heights. There was water below and a speck of blue sky 
‘ar above. There was no place to land and, the eagle had no legs. 
iler strength was failing and she felt that she could not hold out. 
‘lien the seene changed, and she was a fly crawling in despair in- 
side a glass dome. 

Miss Whalen had a vague idea that the Prometheus myth had 
something to do with rocks and an eagle. The sacred fire stolen 
by Prometheus often stands in dreams for guilt over begetting. It 
seemed that the vulture was Miss Whalen as the devouring mother, 
and that the fly indicated abortion-guilt in which she was helplessly 
enmeshed, The imprisoning dome was an excellent symbol of the 
womb; the rocky cleft, the water and the distant sky fitted into a 
uterine fantasy. 

My deduction proved correct. Miss Whalen admitted that 18 
years before, after six months of pregnancy, she had lost a child. 
Slie had been sterile and had suffered from constant nightmares 
ever since. Biologically, she was a complete failure, cut off from 
posterity. After she had lost ‘‘John,’’ she felt cut off from her 
contemporaries as well. She went emotionally ‘‘dead.’’ It was at 
this point that the mysterious disappearance of objects began. 

This was an important revelation. A complete loss of interest 
n life might produce amnesia for everyday acts with the result 
that misplaced objects would seem to vanish or mysteriously re- 
appear. But on this theory it should not have been difficult to find 
all the vanished objects—which was not the case. Many of them 
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were never seen again and others vanished when Miss Whalen 
could not have absentmindedly handled them. Moreover, the foot- 
steps, the knocks, the ‘‘tiger’’ and the odd behavior of the dog and 
of the cat also had to be explained. Something else had to be 
taken into account, probably her libido which was forced into ab- 
normal channels by successive shocks. 

The next dream enlarged on Miss Whalen’s complete detach- 
ment from life from another angle. She dreamed of facing huge 
windows and of being unable to talk loudly enough. In the course 
of associations, the huge windows appeared to represent the infan- 
tile perspective. She felt small and lonely and recalled that in 
childhood she had felt rejected by the grown-ups—to which she 
reacted with stubbornness and a withdrawal into herself. 

In other words, she had accepted herself as a social failure from 
early life. Motherhood might have remedied this situation. Mis- 
carriage aggravated it. With subsequent sterility and the loss of 
her lover, she made herself into a living dead person, a kind of 
Zombie, a ghost. In which case, it behooved me to interpret the 
knocks and footsteps as alarm signals designed to wake herself 
up to the danger of a complete schizophrenic retreat. The phi- 
nomena observed around her fitted into the schizoid category even 
though their dynamics remained a mystery. 

‘The trouble was that up to my arrival on the scene she had 
nothing to wake up to. Being ‘‘dead’’ she needed the affection of 
the living as a last tie binding her to life, and she had no one to 
love. The transference relationship in analysis seemed to answer 
her need, and it was the only ‘‘love situation’’ into which she could 
have entered at this stage. 

Indeed, her love interest showed signs of reawakening as thie 
analysis continued. I became disguised as Conrad Veight (whom 
she thought I slightly resembled) and I entered the marriage house 
where she had been kept secluded with other girls. Then, looking 
across a deep valley, she saw a beautiful house on the opposite 
side of a hill and started out on foot toward it. This house was a 
vision of her new personality, within sight and reach. Behind two 
lighted windows the shadow of a butler appeared waiting for his 
mistress. The journey was long and fatiguing, but help came in 
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the form of a train issuing from a tunnel (a symbol of unconscious 
progression), and she boarded it at a small junction station (hint- 
ing at unification), going toward Brighton—which is an excellent 
phonetic equivalent of a brightened prospect. Then she was com- 
ing back to England (becoming herself) and her hands were full of 
parcels (her troubles) and she also had her cat and dog (domestic 
situation). She dropped some of the parcels and Conrad Veight 
picked them up and carried them. Then she was told that Conrad 
Veight and Tom (the father of the miscarried child) had a terrific 
row—by which she indicated the breaking up of her old emotional 
ties. 

In another dream she appeared to be releasing herself from her 
miscarriage guilt and attacked the problem of her sterility. A 
slight girl, nine to 10 months pregnant, was coming up from a base- 
ment (the past) and accused her of being the father of her child. 
She felt that the accusation might have some basis but when she 
heard the number of months of her pregnancy, she realized that 
she had not known this girl so long; so she shrugged her shoulders 
and walked away. 

This dream used a number of opposites. Being the father of the 
child is one; the slightness of the pregnant girl another (Miss 
Whalen was obese); and overearrying (instead of premature 
birth) was the third. The main point is that she was emerging 
from the past and that she refused to accept responsibility for the 
pregnancy that had happened so long ago, vet indicated her ability 
to conceive by accepting the girl’s accusation at the start. 

Presently, she became more explicit. She dreamed of being 
called a doctor (a recognition that the patient in analysis is her 
own doctor) and of descending into an underground, film-cutting 
room where she found the door ill-fitting, the instruments blunt 
and that there was no film. As she was earning her living in the 
film industry, it was natural for Miss Whalen to use a film as a 
symbol of her own life. This film was cut by her analyst, and it 
Was such a job that it wore out the tools. The ill-fitting door ad- 
mitted the light of understanding into her unconscious. 

Then she found herself in the open, dodging pools of water on 
the ground. A pusheart man offered her fruit in two paper bags, 
and she was pleased. 
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So the storm had passed and she was in the open, free. The 
fruit and the paper bags (symbolic of the scrotum) hinted at the 
return of her fertility. 


Subsequent dreams conveyed the same oe But when a 
ghost appeared in the window of her sitting’ room ready to fade 
into her, she was irritated and turned her back to it. For some 
reason, she was not yet ready to assimilate it. She had to have a 
bad nightmare and go through a terrible mental ordeal before she 
could, 


She dreamed of dead houses and dead streets. In a charne| 
house she saw a headless man in a coffin. She had to operate on 
the body, build something from it. A shadowy woman, not of this 
world, explained to her what she should do, then left her. She 
needed colored silk ribbons, but did not get them. 


The dream left her with a feeling of frustration and irritation. 
She dreaded the coming of the next night and could not go to sleep. 
The footsteps and the knocks returned, but she did not mind this 
so much. A battle seemed to be going on in her mind and the ten- 
sion was so great that her brain threatened to snap. She felt that 
if she gave in she would die, and pitted every ounce of her mental! 
strength against the unconscious drive. She won, and, toward 
morning, fell into an exhausted sleep. She woke up feeling de- 
pleted but with a sense of victory. 

In the kitchen four of her missing cups were found in their usual 
places on the hooks. 


I asked her why she did not get in touch with me after the night- 
mare of the headless corpse. She answered that this was a battle 
which she felt she must fight alone. If she lost her head in fight- 
ing it should be like the man in the coffin. The woman not of this 
world was her spiritual self. She had to weave a pattern from 
the material of the dead past by her own unaided efforts. She ac- 
cepted the task and the following night the last battle between thie 
forces of darkness and light ensued. Her victory manifested it- 
self in the sudden return of her sense of intuition which had been 
in complete abeyance since her thyroid operation. 


What was the meaning of the vanishing and reappearing cups? 
I am inclined to think of them as symbolic of the cup of sorrows 
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which Miss Whalen had now succeeded in emptying. Four is the 
number of the square and of squaring. As such, it is a construc- 
tive, integrative number. Indeed, the sudden re-appearance of 
the cups was the last sign of magic in Miss Whalen’s cottage. 

The Park Central Hotel 


870 Seventh Ave. 
New York 19, N. Y. 
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THE SYMPTOMATIC USE OF ELECTRIC CONVULSIVE THERAPY FOR 
ACUTE PSYCHOSES OF MILITARY PERSONNEL* 


BY JAMES B. FUNKHOUSER, M. D. 


Because of prevailing conservatism' convulsive therapy was 
used sparingly by the military psychiatrist. It was considered 
that most mental casualties were suffering from situational dis- 
orders which were probably spontaneously recoverable. How- 
ever, in 1943 a large number of soldiers, who had not responded 
to other forms of treatment, accumulated in base areas in the Med- 
iterranean Theater of Operations, awaiting evacuation to the 
United States. Such cases presented tremendous custodial and 
evacuation problems complicated by unsurmountable conditions of 
physical restraint and medical personnel shortages. Therefore 
the vague, philosophical speculations as to the unknown, future 
neuropathology of electrically-stimulated brains were sometimes 
overbalanced by the rapid, efficient and often dramatic sympto- 
matic improvement that electric convulsive therapy afforded. To 
those of us who saw the situation from the different perspective 
of an emergency in 1943, a published surmise in the United States 
to the effect that ‘‘electric shock therapy may be of aid in facili- 
tating the removal of men with acute psychoses from distant the- 
aters of war’” seemed understatement, and the belated official 
authorization by the surgeon general* for this form of treatment in 
the same year was enthusiastically received. 

It is the writer’s opinion that the usefulness of electric shock 
under such conditions has not had sufficient consideration, even in 
recent texts dealing with military neuropsychiatry.*. Our pro- 
fessional journals are currently describing the other forms of 
treatment for acute mental casualties, but the printed reports of 
shock treatment for such disorders remain secant. Although the 
author does not profess to have examined all possible sources, he 
has been able to find only two articles which deal in more than a 
speculative fashion with convulsive therapy for acute cases, over- 


*Read before Virginia Neuropsychiatric Association meeting, Richmond, Va., October 
23, 1946. 
? 
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seas.” ® The reported, but unpublished, observations of others’ * 
will, therefore, be included in this presentation of personal data. 

In September 1943, Boshes’ spoke on electric shock, reporting 
its use in 95 cases derived from the same campaign in which Grin- 
ker and Spiegel’ had developed their popular method of narco- 
synthesis. The patients of Boshes’ series averaged only two treat- 
ments each. The symptoms most favorably affected, in the cases 
he classified as ‘‘ psychotie,’’ were violence, agitation, sleeplessness, 
mutism, refusal to eat and severe depression. He remarked that 
he found it unnecessary to use tube-feeding, or to move any pa- 
tient in restraint, after shock treatment was instituted. Similar 
results with short treatment are reported by Ross,*® using metra- 
ol, in the Paeifie. In the cases which Boshes termed battle reac- 
‘ions or **psychoneuroses,’’ the symptoms relieved were mutism, 
terrors, unreasonable combativeness, hysterical convulsions, re- 
sistive conversion symptoms, hysterical paraplegia, astasia-abasia, 
livperkinesis, agitation, and sleeplessness. Later, in a more care- 
fully seleeted though smaller series of 33 ‘‘psychoneurotic”’ cases, 
he reported’ excellent results in the treatment of the following 
symptoms: severe anxiety, sleeplessness, agitation, mutism, ‘‘acute 
schizoid withdrawal,’’ regression, amnesia, hyperkinesis, and 
livpokinesis. He stressed the fact that these were the cases in 
which nareosynthesis, sedation, psychotherapy, Dauerschlaf, wet 
packs, faradism, and other procedures had failed. Brauer* re- 
ported in July 1944, on the electric shock treatment of a large num- 
ber of psychotie cases in Africa and Italy, emphasizing its effi- 
clency in rendering mute, non-eating, inaccessible, violent, and re- 
vressed patients suitable for evacuation. 

During the open discussion following Brauer’s paper there was 
an informal verbal report, from the floor, of five ‘‘amnesia’’ cases 
not relieved by barbiturate hypnosis or other methods, all of which 
had recovered after a single convulsive treatment. 

As in the foregoing reports, the figures which will now be pre- 
sented are based on cases which had not responded to other forms 
of therapy, applied by the writer and associates or in prior eche- 
lons of treatment, 











From December 1943, to June 1945, the 45th General Hospital 
received 6,466 of the Fifth Army’s neuropsychiatric casualties. Of 
these, 1,861 were ‘‘psychotic’’ in the sense that their behavior, 
emotional status, or disordered ideation and sensorium made their 
retention on closed wards necessary, and called for their evacua- 
tion to the United States under the precautions of ‘‘security men- 
tal.’ Of these, approximately 680 required shock treatment, be- 
cause of the severity of their symptoms. Unfortunately this re- 
port covers only 294 of the 680—a relatively small number of those 
treated—but these are the only cases in which there remain sufli- 
cient recorded data for statistical analysis. The clinical observa- 
tions which are to be made later, however, will be based on the 
total experience and not on the smaller number of cases repre- 
sented in the accompanying tables. 

All cases treated were men of military age who had been psychi- 
atrically screened in induction centers, as well as by whatever 
stress was entailed in their training and embarkation for over- 
seas military duty in time of war. Not all, but the majority, of 
these men had been in combat. Because military life overseas was 
such that a man ate, slept, and performed even the most persona! 
body functions without privacy, clinically minute variations of be- 
havior, mood, and sensorium were usually quickly detected. This 
is an important consideration, because it further qualifies these 
cases, causing them to be relatively new (or acute as opposed to 
chronic). 

Reference is made to Table 1 which shows roughly the diagnos- 
tie grouping. 

The treatment of organic mental disease by shock was inadver- 
tent. The organic patients were treated (and most cases im- 
proved) under tentative diagnoses, which were revised after the 
belated receipts of clear histories, or positive laboratory reports, 
or as a result of discovering previously overlooked neurological! 
signs. What errors of inadequate examination are contained, 
therefore, under the headings of ‘‘psychoses,’’ ‘‘ psychoses unclas- 
sified’’ and ‘‘ psychoses undiagnosed’’ may only be surmised. 

All the foregoing diagnoses are not the writer’s. Cases, received 
from other general hospitals were usually carried under the trans- 
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Table 1 

_ Dementia prwcox, paranoid type .........eeeee eee eeeeeees 37 
Dementia pracox, catatonic type ........eeeeeeeeeeeeeees 2 
Dementia preecox, hebephrenic type ........essseeeeeeeees 10 
Dementia preecox, unqualified ..........eecescsecsceveces 77 
Manic-depressive psychoses, depressed type ........++eeeee 5 
Manic-depressive psychoses, manic type .........seeeeeees 11 
Manic-depressive psychoses, other types ........eeeeeeeees 5 
Psychoneuroses, all types ......cccccccccscccescccccccsens 17 
Psychoses with mental deficiency .........scccceccccceces 
Psychoses due to alcohol .........cccsccceccscseccvovvees 
Psychoses due to syphilia ......iscccccvccvcccccccecsccees 2 
Psychoses (not further described) ........ccscccsveceveces 8 
PUVCIOOD, CROIRMNETOG o's s.o5 i600 00.08 5 ose 0 s0 6: s0e es aon be ees 42 
PSYCHOSES UNGIAQNOKE 2... cccecccccrscescoccesssesenenes 37 
INVOIUGODEl MOIANCNOUD 2...06.0 ccc sescccccccescesessereses 2 











fer diagnosis, according to army policy, because revision entailed 
time-consuming technical administrative complications. 

These cases averaged only 4.5 treatments each, although some 
received as high as 30, and others only a single treatment. The 
improvement in the 294 was 68 per cent. 

It would be of military interest only to discuss all the reasons 
why these men averaged such a small number of shock treatments. 
‘This low number was not intentional or ‘‘experimental.’’ It had 
to do prineipally with the fact that hospital ships usually came 
into port unannounced, and it also had to do with the limited bed 
capacity for ‘‘seeurity cases.’’ All patients who were transport- 
able were evacuated to the United States, regardless of the stages 
of their treatments. Further explanation for the high incidence of 
‘‘psychoses unclassified,’’ ‘‘dementia precox unqualified,’’ ‘‘un- 
diagnosed psychosis,’’ ete., will be attempted later. Any exposi- 
tion of treatment results, on the basis of such loose and inaccurate 
diagnostic categories as are shown in Table 1 would be of little 
value. Therefore, since the outstanding symptom of each pa- 
tient’s illness was carefully recorded in most cases, results will 
be shown in Table 2 on a symptomatic rather than upon a Kraepe- 
linian basis. 
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The cases unaccounted for in Table 2 suffered from miscellan- 
eous delusions which do not fit easily into the categories listed, 
To tabulate one case for the sake of completeness would serve no 
useful purpose here, and this, therefore, has not been done. 














Table 2 
Actual Actual 
Percentage number number 
Outstanding symptom improved improved unimproved 
POD POSURE 6an ccs ccce een sea e bane emcee 100 8 0 
Feeling of impending death ............ 100 5 0 
AINOM: TUORRUNIRLAB <a.6 00 5p 50 cow ee wien alele eels 100 5 0 
MOTION DURG ose. s io: dias 0.0 0's oases cules 100 4 0 
DOSING OF GNECRHEY a5 6.0 5:55:00 00 ns ie pe sis 100 4 0 
CNUENOET ie ici-y 31k Uacedws nin cin sth ees GRR ines 100 3 0 
Psychomotor excitement .........csecesee 92 12 1 
RINK Scr Wn pin i Rk Ro.k a aA aca ew eORER eeerare ea 88 8 1 
NIMINE, 5:25 ho a sa pen iw ata atera anes ate aoaverer Riva 87 7 1 
PIMGtIOND) GEPTERBION «2 <.6o2055s00080s esc 85 10 2 
SOONG OF. POTOTONOG 2.5 civia neces sacne aan 82 14 3 
Hallucinations, auditory and visual ...... 81 27 6 
Psychomotor retardation ............. ove 80 4 1 
PRUODE CODLUMIOE 5.606 05.05i0.000a sneeieea bs 69 13 6 
RES ae OEE art Tara, Ft eer ee ee 66 2 1 
BOE-CONGCMINATION 6:2 casicecvscnacssasenee 66 2 1 
Delusions of persecution .........eseeee% 61 16 10 
SERNA CUNIMONE. ona re's i cais-e wre bidin se esses wvelee 60 3 2 
PREEOG DURRVIOE onc cc necccccecessdees 57 8 6 
SNE MRR aca Wincdon a6 rps ind is Jasna ae oie 52 13 12 
SRI acs, Ko wa bcdioig A wlien aie ieee keke ae ae 50 2 2 
BRNBPLODTINLG NOOO os. :0.6 500009 5\v0 swells 38 5 8 
PORE: EMI 5. o.5:5. 4 aeeieine oe diecae oie aielela 25 2 6 
Delusions of self-importance ............. 20 1 4 








*Not neurotie anxiety, but that which accompanies a delusional idea. 


Although it does not appear in the table—since it was not con- 
sidered to be a psychotic symptom—and was not recorded, it 
should be mentioned that the relief of insomnia occurred in nearly 
every case. When patients professed to be ‘‘better’’ and were 
asked ‘‘in what way?’’ they nearly all stated that they slept bet- 
ter. This is mentioned by Boshes’’ and was a very striking find- 
ing in the writer’s experience, considerably reducing the total 
amount and dosage of hypnotics that were necessary prior to the 
institution of electric shock therapy on our wards. 
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\Ve usually think of treatment-results in electric convulsive ther- 
apy according to standard diagnostic categories. There is nothing 
remarkably different in Table 2 from what has been generally ex- 
perienced and reported in extensive reviews of the literature.” 
Those symptoms which characterize manic-depressive psychoses, 
involutional melancholia and catatonic dementia precox are high 
in this list of symptoms relieved, while those of paranoid demen- 
tia precox and simple schizophrenia are less favorably influenced. 
‘he present symptomatic tabulation parallels Simon and Holt’s” 
ietrazol-treated civilian cases very closely. 

Further justification for the loose diagnostic designation in 
‘Table 1 will now be offered. 

At the time these men were examined, unhurried procedures 
were impractical. Long periods of observation were not possible, 
and complete histories could not be obtained. Those of us whose 
task it was to ‘‘label’’ these men rapidly, treat them, and make 
them ready for evacuation felt that to make definite diagnoses was 
not justified under such unusual conditions. To call the severe 
hattle-reactions psychoneuroses, was to make no technical differ- 
entiation of patients with them from those with relatively milder 
forms of exhaustion and anxiety states who, though unfit for duty, 
were, nevertheless, capable of evacuation by troopship or of main- 
tenance on an open general ward. Yet to diagnose the severe bat- 
tle-reactions dementia precox, which they closely resembled, be- 
cause of hallucinations, delusions, emotional apathy and regres- 
sion, Was inconsistent with our civilian concept of schizophrenia. 

This whole matter of the difficulty in diagnosis of military ‘‘psy- 
choses’? is diseussed more fully in papers by Goldfarb’ and Ross.° 
Such cases were characterized by an onset of an anxiety state, 
which progressed rapidly to regressive, schizophrenic symptoma- 
tology, with strong affective or hysterical coloring. 'The essen- 
tial diagnosis in our series, therefore, was often a matter of con- 
jecture. These cases exhibited some differences from civilian 
cases in their reactions to shock therapy. Although these differ- 
ences are impossible to report statistically from our incomplete 
treatment notes, they will be mentioned here briefly. For one 
thing, there seemed to be a higher incidence of posteonvulsive ex- 
citement—shouting, cursing and emotional turmoil. Quite fre- 
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quently there were infantile or childish verbal productions. In 
those cases in which this postconvulsive excitement occurred, re- 
covery seemed more rapid; and such reactions were therefore con- 
sidered to be of good prognosis. Some cases seemed almost to be 
experiencing a form of abreaction similar to that seen with narco- 
synthesis or under Dauerschlaf. 

There was a tendency in the writer’s series for negro patients 
to require larger doses of electricity to produce shock. Negroes 
also seemed to develop higher convulsive thresholds at a faster 
rate than the other patients. In some of these negro patients, the 
amounts of electrical current needed to produce convulsion event- 
ually reached the instrumental limit of our Offner apparatus (800 
milliamperes), since we did not ever use more than 0.5 second. 
We preferred to increase miliamperage, rather than time, when 
our cases required more and more current to produce convul- 
sions. Results with this racial group were generally less satisfac- 
tory than with other patients. The writer has recently noticed 
this apparent lack of response to electric shock therapy in the 
treatment of negro civilians and he believes that the subject merits 
careful statistical and investigative work. 

Finally, in relation to the spacing of treatments, another mani- 
festation deserves some comment. The cases reported here were 
treated symptomatically. Treatment was given twice daily—daily, 
or on alternate days—in order to blur or erase hallucinations and 
delusions, and to ameliorate excitement or depression. It was 
found that patients who did not respond early to this symptomatic 
treatment could often be benefited by a ‘‘vacation.’’ More ex- 
plicity—if we discontinued the treatment for a period just long 
enough to permit the delusions to come again into focus or the 
hallucinations to reappear—and then resumed intensive therapy, 
a more stable and lasting symptomatic remission seemed to be 
produced. 

The more rapid increase of convulsive threshold in negro pa- 
tients and the ‘‘vacation’’ phenomenon just described are not pre- 
sented as being peculiar to acute cases of military psychoses, but 
they were matters of clinical interest that were strixingly appar- 
ent in this group. 
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Improvement was more likely in those patients who passively 
accepted treatment than in those who urged that they be 
‘skipped’? or who invented somatic complaints to avoid treat- 
ments. This observation has recently been reported in deta by 
Gordon.** 

Since we spaced our convulsions according to the patient’s symp- 
toms and his depth of confusion, rather than according to certain 
days or hours, there was no routine restriction of food. Only in 
those patients who vomited during the clonic phase, was food sub- 
sequently withheld. This resulted in an unusual amount of post- 
convulsive nausea and vomiting, but there were no complications, 
such as aspiration pneumonia, caused by this technique. This varia- 
tion from the usual diet-schedule was not calculated. It was an 
expedient concession to logistical problems in the mess depart- 
ment. There were some psychological advantages to this shorten- 
ing of the sometimes unpleasant anticipation period, since no pa- 
tient could know more than a few minutes beforehand whether he 
was to be treated. 

The fact that immediate post-convulsion ejaculation, excitement, 
and violence seemed to occur in this series more frequently and 
seemed to indicate good response is considered evidence for the 
impression that these acute military cases were psychopathologi- 
cally different in some respects from civilian psychoses. 

lf we were unknowingly, in some of these cases, treating hys- 
teria with shock, a slight modification of the prevailing attitude 
toward the use of shock in the psychoneuroses, at least in intract- 
able and prolonged cases with severe symptomatology, suggests 
itself, 

The use of electric shock therapy often became a practical mili- 
tary necessity, and it gave approximately the same symptomatic 
relief as in the treatment of civilian psychoses. 


SUMMARY 


1. Results in the electric shock treatment of 294 cases of acute 
military psychoses—overseas—are reported. Improvement was ac- 
complished in 68 per cent. The unusual nature of the case mate- 
rial and the manner of treatment are briefly discussed. 
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2. Electric shock was found to influence most favorably cases 
of food refusal, cerea flexibilitas, psychomotor excitement, depres- 
sion, mutism and soiling, as well as certain delusions and halluci- 
nations. Poor results are reported for silliness, inappropriate 
mood, somatic delusions and delusions of self-importance. 

3. Diseussion relative to the difficulties of exact diagnosis of 
such cases as those in this series is touched upon and certain clini- 
cal impressions made during the treatment of 658 cases are re- 
corded. Some justification for the inadequacies of the treatment 
and the inaccuracies of diagnosis is furnished. 


5605 Grove Avenue 
Richmond, Va. 
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THE TREATMENT AND THEORY OF PROLONGED INSULIN COMA--- 
WITH A CASE PRESENTATION 


BY N. KALICHMAN, M. D. 
Case REportT 


The patient, a man of 27, was admitted to the Allan Memorial 
Institute, Montreal, P. Q., Canada, on January 24, 1947. Physical 
examination showed an essentially healthy person of asthenic 
habitus and with unusually long unkempt hair. He had been dis- 
charged from the Royal Canadian Air Force for psychiatric rea- 
sons in May 1945. He remained at home for six months without 
working; and he developed an increasing interest in hypnosis. He 
then moved from home to live in various rooming houses—con- 
stantly moving, as he felt that he was being influenced by ‘‘sug- 
vestive therapathies.’’ His girl-friend in the meantime had be- 
come pregnant, and the couple had decided to be married on Janu- 
ary 25. However, the patient felt that, in some manner, his future 
sister-in-law was unduly influencing him; and the day before the 
marriage date he came to a psychiatrist for help. His attitude 
was summed up in his statement: ‘‘I know it seems silly to you; 
but, to me, I see something in it.’’ Psychological tests agreed with 
the elinieal diagnosis of abortive paranoid schizophrenia in a psy- 
chopathie individual with strong latent homosexual drives. 

Insulin coma therapy was instituted on January 29, and the pa- 
tient went into coma with a dosage of 200 units (crystalline zinc) 
insulin given intramuscularly. Electric-convulsive therapy was 
civen on alternate afternoons. The patient constantly demanded 
reassurance that the treatments would not erase the problem of 
lis girl-friend’s pregnancy from his mind. On coming out of coma, 
le would experience terrifying delusions and hallucinations which 
could be partially influenced by reassurance, but not by the intra- 
venous administration of glucose. This post-coma state, in which 
the patient ambivalently accepted his hallucinations as terrify- 
ingly real and at the same time could experience them as being 
distinet from reality, sometimes lasted as long as two hours. It 
was decided to administer sodium amytal intravenously as the man 
emerged from coma in order to attempt to overcome the possible 
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traumatic effects of these experiences. There was a distinct 
change. The patient’s previous violent struggles became trans- 
formed into very playful overactivity. He later maintained that 
he had believed himself to be 11 years old and playing baseball. 

At 6 a.m., February 22, the patient received 200 units of crystal- 
line zine insulin intramuscularly. At 8:45, coma set in. At 10 
a. m., three grains of sodium amytal were administered intraven- 
ously followed immediately by 30 grams of glucose, also admin- 
istered intravenously. There was a recurrence of hypertonicity, 
irritability and restlessness. Two more grains of sodium amytal 
were given with no deleterious effects. The administration of in- 
travenous glucose was continued; but after 100 grams had been in- 
troduced, it was apparent that irreversible coma had set in. By 12 
a. m., 800 ec. of 20 per cent glucose solution had been given. From 
10 a. m. to 2 p. m., the patient was comatose. His rectal tempera- 
ture gradually increased to 105+ degrees. His skin temperature 
increased and decreased rhythmically. Less diaphoresis than had 
been expected was present. The pulse rate increased to 120. The 
respiratory rate varied between 30 and 38. The systolic pressure 
increased from the normal value of 108 to 170 and the diastolic 
went down from 78 to 60. Blood sugar readings remained between 
50 and 60 mgm. per cent—despite the continued administration of 
300 grams of glucose intravenously. His pupils alternated between 
narrow constriction and wide dilatation. Reaction to light was 
present. 

The patient was hypertonic. A positive Babinski was demon- 
strable. The nervous system was apparently operating at mid- 
brain level. The outstanding phenomena were the comatose state 
and the rhythmicity of operation of the variously disturbed physi- 
ological mechanisms. 

Treatment consisted of the intravenous administration of 100 
ec. of 10 per cent glucose saline solution, 20 units of crystalline 
zine insulin, i. v., with 14 ee. of thiamine chloride (25 mgms.). To 
prevent the high temperature from becoming a dangerous complli- 
cation, the patient was sponged frequently. He became increas- 
ingly restless and sensitive to pain stimuli. His temperature, pulse, 
respiration and blood pressure began to return to normal values. 
Diaphoresis began to correspond to that expected for his tempera- 
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ture. A normal plantar reflex was demonstrated. A blood sugar 
taken at what seemed clinically the turning point was 82 mgm. per 
cent. This sudden reintegration of functions occurred within the 
space of one-half hour. One hundred sixty ee. of 20 per cent glu- 
cose was administered at 3:30 p. m.; 70 ee. at 5 p. m., and 500 ce. at 
10:15 p. m. 

Intravenous amigen was added to the patient’s supportive ther- 
apy regimen. By 5 p. m., he was opening his eyes occasionally. He 
showed reflexes to touch, light and sound stimulation. His skin 
remained hot and dry. 

By 12 a. m., February 23, the patient was able to swallow some 
clucose. However, he would treat some of it as if it were a mouth- 
wash and spit it out. There was still incontinence of urine. By 2 
». m., he could obey simple commands but was unable to respond 
verbally. Then he seemed to become increasingly conscious. By 
45 p. m., his physiological reactions had returned to normal. At 
7p. m., he began to wet his lips with his tongue. Then there fol- 
lowed a period of 15 minutes of rapid fluctuation between a wake- 
‘ul and drowsy state. Suddenly, coma intervened; and the patient 
was no longer responsive to strong stimulation; the axillary tem- 
perature inereased to 101°, profuse diaphoresis commenced, the 
corneal reflex disappeared, and hyperpnea began. Oxygen was 
administered. In a few moments, consciousness was regained 
breathing was normal again and the corneal reflex had returned. 
At 8:45 p. m., the patient was relaxed and passively paying atten- 
tion to his environment. In the course of an aleohol-sponging he 
reacted markedly to the pain of the aleohol on various raw areas 
on his skin. He quickly lapsed into coma. During this state he 
was restless and at times performed bicycle movements with his 
legs. After an hour, he returned to consciousness. 

or the next 10 hours there was an increase in the length of 
‘ttme that the patient could keep his eyes open and pay attention 
to his environment. Visitors coming into the room increased his 
restlessness. Somnolence alternated with wakeful states. He 
would perform spontaneous movements designed to increase his 
own comfort. 

At 9:30 a. m., on February 24 he received some milk which 
he immediately spat out. This was repeated at 5:00 p. m. 
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Stimulation made the man restless; and strong stimuli evoked a 
violent struggling-response—suggestive of an active defense 
against an attacker. 

At 10 a. m., February 25, the patient’s physiological condition 
was within normal limits. Incontinence was still present. He 
fluctuated readily between a sleepy and wakeful state. He pas- 
sively paid attention to his environment. Rather intense stimuli 
evoked a strong defensive response. Groans and grunts were his 
only verbalizations. His nutrition had been maintained by the 
intravenous administration of glucose saline and amigen and by 
one nasal-tube feeding. 


After the nurse in charge had been instructed to treat the pa- 
tient ‘‘in a motherly fashion’’—to speak to him softly and to allow 
him to adapt as nearly as possible at his own rate, he was taken 
out of bed. He was unsteady on his feet at first; but, with the 
help of the nurse, he was soon able to walk over to a chair and sit 
down. As he was foreed to move about, he became increasingly 
aware of his surroundings. He received a glass of milk which he 
gulped down rapidly. He nodded assent to the question as to 
whether he desired more. He held (without help, in his own hand) 
the next three glasses, which he gulped down quickly. Within 20 
minutes of his getting out of bed he was attempting to read. His 
reading was slow, faltering and very childlike. He had great dif- 
fieulty with the longer words. He seemed to prefer to sit silently 
looking at the pictures. 


One hour later this patient was in the bathroom with diarrhea. 
Later his clothes were put on. The patient showed no spontaneous 
activity but obeyed the nurse in a passive fashion. He seemed ex- 
tremely relaxed, but was retarded in his movements. To each new 
visitor or event in the environment, he reacted with an air of won- 
derment and without any sign of recognition. Later in the day he 
was asking simple questions, such as, ‘‘Is this my bed?’’ or, ‘‘ Are 
these my clothes?’’ While sitting with the other patients he would 
not engage in spontaneous social activities but would merely sit 
quietly watching everyone, listening to the radio with a magazine 
on his lap. He replied to questions with a few slow words. The 
nursing staff kept remarking upon his ‘‘childlike innocence. ”’ 
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in occupational therapy, his work habits had definitely changed 
from what they had been previously. He was slower, more affable 
and pleasant. He was quieter and less spontaneous. He followed 
instructions and showed little of his previous aggressive, resentful 
attitudes. He developed an extremely good appetite which per- 
sisted for many days. On questioning him, it was apparent that 
he was not orientated as to time and that he had amnesia for his 
whole hospital stay prior to the onset of his coma. A brief diary 
of his ensuing course follows: 

February 27. The patient complains of numb hands. His sentences are 
becoming longer. 

February 28. He shows some spontaneous conversation, has attempted 
to phone his brother. 

March 1. He is speaking spontaneously. 

March 2. He states that he started to recover his memory only two days 
ago. He deseribes how memories suddenly emerge into his mind—especially 
during the time he is falling asleep. 

March 4. His memory is still returning. There is a tendency to insta- 
bility. He is increasingly active and aggressive. He remembers his girl- 
friend’s pregnancy. 

March 5. Hostility is shown to a patient with a ‘‘passive-feminine’’ 
character. The man is belligerent if ‘‘crossed.’’ He remembers previous 
insulin treatments but not the post-coma delusions. 

March 7. The patient states that he feels he is less suspicious of other 
people than he was before coming to the hospital. 

March 10. He recalls the reason he came to the hospital. 

March 13. He has obvious paranoid thinking, characteristic of the time 
of his hospital admission. Nevertheless, the patient is definitely improved. 

Apri 10. The patient’s improvement is still maintained. 


Discussion 


The induction of coma in insulin therapy is apparently a result 
of the diminished oxidative metabolism of the brain in hypogly- 
cemia.’ It would seem that the older parts of the brain possess a 
smaller energy requirement and, therefore, are more resistant to 
anoxia or hypoglycemia than the younger parts with their higher 
metabolic rates. It is, therefore, understandable that, in general, 
the order of insulin-coma symptoms moves in a direction opposite 
to the phylogenetic age of the cerebral layers.’ 
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While this mechanism makes the course of ordinary insulin coma 
more understandable, this is not so in the ease of protracted coma 
where the blood sugar levels may be normal. It may be, as Tillim’ 
suggests, that changed sensitivity to insulin is an important cause 
of prolonged coma. This changed sensitivity may result in more 
extensive and drastic changes in brain metabolism than is ordinar- 
ily the case in hypoglycemia—and thus may explain the lack of 
response to administration of glucose. However, there is no unan- 
imity of opinion regarding the pathologic changes that take place 
in the central nervous system after death from hypoglycemia 
either in animals or in man. Moersch and Kerhonan‘ support the 
theory that in insulin shock the nerve cells early undergo acute de- 
generation but not irreparable degeneration. However, the mar- 
gins between irreparable and reparable changes must, at times, be 
very narrow. This explanation makes the phenomena of pro- 
longed coma a little more understandable—and gives a rational! 
basis for the supportive treatment of prolonged coma by the intra- 
venous administration of glucose, saline, amigens, vitamins—and 
other techniques as indicated in this case presentation. 

The occurrence of post-coma delusions and hallucinations in the 
patient’s early treatments and his expressed belief that he had re- 
turned to the age of 11 can be explained, we feel, by assuming that 
the ego regresses during shock treatment. The frequent occur- 
rence of oral activity (sucking, biting, chewing, tongue movements) 
in coma, *° is also indicative of regression. It is of interest that, 
in our paranoid patient, spitting was the manifest oral activity. 
Spitting, according to psychoanalytic theory, is the early protoype 
of projection and paranoid tendencies. All this is in line with 
Fenichel’ who states that the shock probably initiates a momentous 
and deep regression, an undoing of differentiations, a reduction of 
the organism to a very primitive level. 

In the present case, there was a period of 60 hours in which the 
patient was in a physically normal but semi-stuporous condition 
and during which his coma would be deepened by the pain of alco- 
hol on his areas of raw skin. This is understandable in terms of 
further ego-regression when exposed to painful perceptions. From 
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the nine eases of prolonged coma reported by Kant,’ it is apparent 
that a similar prolonged period of semi-stupor was observable 
after the temperature, pulse, and other physiological mechanisms 
had returned to normal. On the basis that this state was deter- 
mined by psychological regression rather than by physiological 
disturbanees, the patient was forced out of bed. The very dra- 
matie results lend support to the theoretical considerations. We 
‘eel that his behavior during the ensuing period (his concrete ap- 
proach to his environment, the amnesia, the aphasia, apraxia, pas- 
sivity, lessened self-awareness) can also be explained as a regres- 
sive phenomenon. The progression of the patient’s course would 
‘all in line with Federn’s* belief that the original developmental 
stages of ego and libido are repeated once more after shock. 

These observations indicate the desirability of psychother- 
apy in the period following coma and ef the utilization of inter- 
personal relationships to promote the recovery from prolonged 
coma once the organism has recaptured its physiological normality. 
This factor, we feel, has been hitherto neglected in the treatment 
of prolonged coma. The mechanism of regression may explain 
many prolonged comas for which clinically there is no apparent 
physiological basis. 


SUMMARY 


1. A ease of prolonged coma has been presented. 


2. The physiological and psychological theories of prolonged 


coma have been presented. 


6) 


3. Physiological and psychological treatments based on the pre- 
sented theories have been reported. 
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PENTOTHAL SODIUM: AN ADJUNCT IN THE UNDERSTANDING OF 
THE SCHIZOPHRENIC REACTION* 


A Preliminary Report 


BY HAYDEN H. DONAHUE, M. D., MELVIN L. WINER, M. D., AND 
NORMAN M. GLAZER, M. D. 


The study of schizophrenia is as old as psychiatry itself; and, 
with it, have come many approaches to treatment, all of which were 
based on little or no understanding of the disease. All therapists 
will agree that before a disease can be treated properly and scien- 
tifically, one must know what he is treating; this holds especially 
true in schizophrenia. One can go as far back as primitive man 
and find that individuals afflicted with mental disease were flogged 
and tortured to drive out ‘‘evil spirits.’’ This was a form of treat- 
ment. If one follows further the history of schizophrenia, he will 
find that various drugs and vaccines were used; then came the pe- 
riod of the hyperpyrexia ‘‘craze,’’ and soon, all types of opera- 
tions, both major and minor, were performed, with removal of 
colons, et al. 


The organicists looked for focal infections, and they attacked the 
problem from that point of view. Soon came the convulsive thera- 
pies, with the extensive use of insulin, metrazol, and electric shock; 
and also, here, improvement was seen, as it was with all of the be- 
(ore-mentioned procedures. The convulsive therapies still hold a 
prominent place in the treatment of schizophrenia today, mainly 
because of the quick ‘‘apparent’’ remissions obtained, and the 
rapid discharge of patients from hospitals. From a careful study 
of a number of cases in their institution, the writers feel that con- 
vulsive therapy, unassisted by psychotherapeutic measures, is in 
no way the answer to the problem. The remissions obtained in 
this manner are temporary. They conceal the underlying cause of 
the illness, and the patients have no psychological insight into their 
conditions. Before long, many of them are brought back to the 
hospital in new psychotic episodes. 

"Published with permission of the chief medical director, department of medicine and 


surgery, Veterans Administration, who assumes no responsibility for the opinions ex- 
pressed or conclusions drawn by the authors, 
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Lubin’ in his very extensive paper on schizophrenia, states, 
‘*Both shock therapies [insulin coma and electrically-induced con- 
vulsions| and psychotherapeutic methods have their place in the 
treatment program. There is unfortunately, the tendency to em- 
ploy shock therapy without reference to the personality problems 
of the patient. The use of isolated shock therapy has undoubtedly 
contributed to the large number of relapses. On the other hand, 
reliance solely upon present methods of psychotherapy may ne- 
cessitate a prolonged and expensive hospitalization which can only 
apply to the select few. If the concept of schizophrenia as a ‘dis- 
order of living’ is correct, the isolated use of any shock procedure 
without reference to the personal and interpersonal problems of 
the individual patient cannot be expected to lead to long-term im- 
provement. ’’ 

The present writers are in accord with the major premise that 
the schizophrenic reaction is a result of unresolved conflicts, of 
early psychic traumata, and failure to meet the vicissitudes of life. 
We are not alone in our views. Hutchings, et al.* in 1925 expressed 
the view that schizophrenia is a reaction of the personality ‘‘to a 
threatened or actual appearance in consciousness of a repressed 
and long forgotten infantile incestuous attachment to the parent 
of the opposite sex, a mechanism which is recognized as the Oedi- 
pus complex. Such inflations of previously repressed strivings 
may also result in homosexual wishes becoming manifest to con- 
sciousness.’’ How ean shock therapy alone aid the patient in un- 
derstanding his repressed wishes, desires and conflicts? In Lewis” 
research in schizophrenia, he expresses the opinion that the psy- 
choanalytic approach has revealed ‘‘important mechanisms at work 
in the personality distortion, and has opened up several avenues 
for future research.’? He further suggests its possibilities as a 
therapeutic regime. ‘‘The psychoanalytic method should be thor- 
oughly applied to the study of such features as the disorders of 
the reality functions, projection phenomena, and the various as- 
pects of regressive trends, all of which are prominent in schizo- 
phrenic states. Psychoanalytic research has always contributed 
not a little to schizophrenia, which it has described as a regression 
to narcissism with a destruction of a greater part of the super- 
ego.’’ The works of Jung,’ Brill,’ Freud® and others also confirm 
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the belief that only through an understanding of the psychody- 
namies of schizophrenia can one then attempt to treat this disease 
intelligently, 

One of the difficulties with the psychoanalytic approach is that 
of obtaining transference. Frieda Fromm-Reichmann,' in her ex- 
cellent work on transference problems in the schizophrenic, illus- 
trated this difficulty very well—a difficulty which has forced many 
men to reject the idea of understanding the patient’s illness, and 
to resort instead to convulsive therapies. The aforementioned 
author suecessfully treated a schizophrenic with psychoanalytic 
methods; yet it was 18 months before she had favorable transfer- 
ence. During those 18 months the patient called her such names 
as, ‘you dirty bitch,’’ or ‘‘you damned German Jew.’’ It is obvi- 
ous, therefore, that time is a factor which must be considered. One 
can readily see how such a tedious procedure would discourage the 
less courageous. Thus, any procedure which might decrease the 
time necessary to obtain transference would be most heartily wel- 
comed. With that in mind, pentothal sodium was employed in the 
cases reported here. Barbara‘ states ‘‘that narco-analysis shortens 
the period of transference materially by breaking through the pa- 
tient’s resistance with greater ease and rapidity, and by being able 
to offer interpretations necessary for their integration, without 
incurring overwhelming damage to the existing weakened 
emotions.’ 


PENTOTHAL SODIUM 


Pentothal sodium is one of the newest short-acting barbiturates. 
It differs chemically from the other barbiturates in that it con- 
tains a sulfur atom in its formula. The drug is characterized by 
the rapidity of its destruction in the body, yet possesses high po- 
tency and low toxicity. The pharmacologic aspects of the drug 
inay be listed as follows: 

1. On the respiratory system. The drug is a respiratory de- 
pressant. The degree of depression is directly proportional to the 
size of the dose and the rapidity of the intravenous injection. 
Because respiratory depression may occur, combative measures in- 
clude administration of oxygen and carbon dioxide, as well as arti- 
ficial respiration, and other chemical stimulants besides. 
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2. On the cardiovascular system. This drug decreases the 
strength of auricular and ventricular contractions, with a simul- 
taneous dilatation of the volume of the heart. This results in a 
weakening of the force of the contractions. Gruber states that, in 
the dog and eat, cardiae arrhythmias may or may not appear. On 
the basis of many investigators’ work, it seems that this drug has 
little effect on the undamaged heart; and, even if moderate dam- 
age is present, the function is not markedly impaired. Only where 
severe cardiac damage is present, especially with decompensation 
as an added factor, is there real danger to the heart. Pentothal 
sodium produces a fall in the blood pressure which is direetly pro- 
portional to the dose and to the rapidity of injection. However, 
the effect on the blood pressure is not nearly so important as the 
effect on respiration, and ordinarily need not give rise to any par- 
ticular concern to the one using the drug. 

3. Excretion. Many observers have found, experimentally, 
that pentothal sodium is broken down by the liver to innocuous de- 
gradation products and, hence is excreted by the kidneys. There 
is still considerable investigation on this subject. It is felt that 
the liver is not the only site of destruction of the drug, though no 
one doubts its extreme importance. 


4. On metabolism. Investigators have shown that the meta- 
bolie effects of this drug are of little practical significance. 

5. On the gastro-intestinal tract. There is little experimental 
data on the effect of pentothal sodium on the gastro-intestinal 
tract. Clinically there has been noted lessened vomiting—as com- 
pared with ether—when pentothal sodium has been used as an 
anesthetic. 


6. On the nervous system. The writers are particularly inter- 
ested in the effect of pentothal sodium on the central nervous sys- 
tem, on the brain in particular. According to Barbara,’ ‘‘The bar- 
biturates tend to act on the cortex and diencephalon in depressing 
their function, thus enabling the individual to release his anxiety 
laden impulses and attitudes which would be of unbearable na- 
ture if expressed in a conscious state.’’ Kubie® states, ‘‘There is 
an effect on the sensorimotor organization, so that there is a loos- 
ening of the ‘tight grip’ with which the patient clings to reality.”’ 
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(irinker’® believes that there is action on the diencephalon which 
is depressive in nature, so that the anxiety-producing impulses no 
longer ‘‘bombard the cortex.’’ Further, he feels that the cortical 
discriminatory function is also inhibited. Bleckwenn'" also 
feels that there is a depression of activity of the cortical cells un- 
der this drug with a subsequent release of inhibition of the deeper 
cells, 

7. Neurologic changes. The deep reflexes are increased when 
this drug is given in small doses.’* With large doses, both deep 
and superficial reflexes are diminished, or they may be entirely 
abolished. The skin and sphincter reflexes disappear under deep 
narcosis. In addition, motor restlessness may be present. This 
drug, even when large doses are given, has not been observed to 
cause convulsions. The threshold for painful stimuli is increased ; 
and, during deep narcosis, painful stimuli cause no response. With 
small doses speech becomes thick and slurred, a finding which is 
utilized to determine when to stop administration of the drug, and 
when to begin interrogating the patient. Also the pupils are di- 
lated. The corneal reflexes are diminished or abolished completely, 
and a slight and transient nystagmus usually occurs early. 

8. Toxicity of the drug. With toxic doses of pentothal sodium, 
a depression of the vasomotor and respiratory centers in the me- 
dulla oblongata oeeurs. The greatest danger is that of respiratory 
arrest. Measures to combat this condition will be described. 

9. Contraindications. According to Bishop and Rudder“ the 
contraindications are as follows: a. The patient is under 15 years 
of age. b. There are inflammations about the nose and throat with 
potential encroachment upon the upper respiratory tract. c. There 
is evidence of advanced liver or kidney disease. d. There is a 
markedly reduced vital capacity. e. Shock or hemorrhage is pres- 
ent. f. The patient is anemic. g. There is severe diabetes mellitus. 
h. Respiratory disease is present. 

The foregoing contraindications are especially applicable when 
pentothal sodium is used as an anesthetic. In its psychiatric utili- 
zation, we feel that the only important contraindications are in 
those individuals afflicted with moderately severe cardiorespira- 
tory, liver and kidney pathology. 
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PROCEDURE 


Prior to administration of the drug, an adequate social history 
is obtained. Also, the interviewer attempts to see the patient as 
often as possible on successive days prior to narcosis. The pur- 
pose is to gain as much rapport as possible, and to make the pa- 
tient feel at ease during the actual procedure. It has been the 
writer’s experience that results have been negative with patients 
who are frightened or resistant to the drug. 


1. The writers use a 5 per cent solution of pentothal sodium, 
which is freshly made up at the time of administration. We have 
found that a large-bore needle, No. 16, is best-suited for our pur- 
pose since it obviates the problem of clotting and permits the con- 
tinuous administration of the drug. 

2. The patient lies on a comfortable cot or bed in a quiet, dark- 
ened room. 

3. The antecubital vein is the one mainly used, and the drug is 
administered very slowly in a sterile field. The rate of injection 
is approximately 1 ec. every three to four minutes. The patient is 
instructed to count aloud slowly while the drug is being given. 
When the speech becomes slurred and thick, the injection is 
stopped and the questioning of the patient begins. The needle re- 
mains in the vein during the entire procedure, as it has been thie 
writers’ experience that additional pentothal must be administered 
during the interview. 


4. Ifthe patient goes beyond the stage where abreaction is pos- 
sible, or if he falls asleep, supra-orbital pressure is utilized. 

5. In interrogation of the patient, the psychobiological ap- 
proach is employed. The writers are fully cognizant of the dra- 
matic abreactions obtained in war neurosis or fresh anxiety states: 
however, the same phenomenon does not apply to schizophrenic 
patients. Very seldom do schizophrenics begin to abreact spon- 
taneously; and the procedure of questioning is tedious and long. 
Most of our interviews have taken an average of three and one- 
half hours at one sitting. We have observed that this time is too 
long, both for the patient and interviewer, as fatigue becomes man- 
ifest. We have already begun to reduce time of our pentothal in- 
terviews, both for psychotic and neurotic cases, limiting them to 
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one hour. This has worked very well, and we suggest this pro- 
cedure for interviews. 

6. As for the precautions taken, we always have the following 
stimulants available: picrotoxin, metrazol, coramine, and caffeine 
sodium benzoate. Oxygen, with a Boothby mask, is also utilized. 

In any experimental approach, one must of necessity set up cer- 
tain standards. Therefore, we chose to select patients in the age 
croup of 20 to 35. We attempted to select patients who had never 
received shock therapy previously ; however, this was a most diffi- 
cult task. Beeause of the fact that our hospital admitted only 
male patients, we are unable to include females in our series. We 
‘eel, however, that the results achieved would in no way be altered 
by the factor of sex. Pentothal interviews were performed on 20 
cases with uniform results. Since this is a preliminary report, 
and because of the necessity of brevity, we are presenting five 
cases in detail, consisting of summaries of social histories, mate- 
rial obtained during the pentothal interviews, and interpretations 
of the information gained. 

Case Histories 


Case 1. A. Summary. This World War II veteran was ad- 
mitted to our hospital as a transfer from M——. He was shot 
down over Germany and was in a prison camp for seven months, 
later was liberated by the Russians. The family history is nega- 
tive for neuropathic traits; neither were they elicited in his per- 
sonal history. He finished high school at the age of 18, following 
which he did odd jobs as a draftsman and an electrician’s helper. 
The social history indicates that he had always liked to be a ‘‘ show- 
off,’? as a ‘‘youngster’’ he would go to the drugstore and dance; a 
crowd would collect and ‘‘pitch’’ coins at him. After his discharge 
from the service in 1945, he enrolled at a university under Public 
Law No. 346. There it was felt by the officials that he had a defi- 
nite perseeutory complex in which he felt that girls, faculty mem- 
hers, and others, particularly officials of the Veterans Administra- 
tion, were ‘picking on’’ him. He was interviewed by a psycholo- 
vist who found the patient to be mentally ‘‘quick,’’ but unable to 
concentrate on any particular subject. He spent his time in the 
classroom working on irrelevant problems and topics. During 
classes, he would frequently get up and walk out of the room, or 
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lie down on the floor and sleep. He was found to be an annoying 
exhibitionist, and he would habitually come to class late, run down 
the hall pounding his heels and enter noisily, making some unneces- 
sary remark. He interrupted discussions with such queries as, 
‘*When are we going to learn some trigonometry?’’ He was ap- 
parently unable to manage his finances and complained of having 
lost $500 from his bank account during the preceding three months. 
At that time he sang and talked to himself incessantly, and, when 
carrying on a conversation with others, spoke in unusually loud 
tones. His exhibitionism was considered the most outstanding 
trait noticed. Because of this behavior he was hospitalized at 
M——-, where a diagnosis of dementia precox was made. At that 
hospital he made a rather poor adjustment. For the first few 
days, he was allowed freedom of the grounds, but finally he had to 
be placed in a room. He would go to the recreation center, attract 
the attention of the young veterans and make long speeches con- 
cerning the treatment veterans were receiving. He was constantly 
making demands relative to his food, radio, and various other 
things. At the present time, since the patient’s admission to the 
North Little Rock Hospital, he has shown no paranoid trends. He 
is well oriented in all spheres, and his memory for both recent and 
remote events is intact. His psychomotor activity has increased, 
and because of this he has been a problem to the attendants on the 
ward, There has been no evidence of hallucinations; delusions are 
denied; however, the patient does feel that the school authorities 
have told many untruthful stories regarding him. Insight is lack- 
ing and his judgment is grossly defective. He continues to have a 
feeling of self-importance, and attempts to impress the examiner 
and the patients. 





B. Pentothal Interview. Injection time—three minutes; grains, 8. 


Q. How did you like the army, R——? 

A. I’m a little dizzy. I can’t tell. Good food till past Christ- 
mas. I kinda feel lost. I made a slide-rule, I got along with the 
fellows. 

(. How did the Germans treat you? 

A. The Germans treated me fine. It was an officers’ prison 
camp. I have several girl friends, pretty, shapely, and everything 
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else. Going down to whorehouses. | went once in Havana, Cuba. 
| laid a girl back home and she was 40 years old. 

(). What’s bothering you, R ? 

A. Our co-pilot was killed, probably by a bomb burst. I bailed 
out right away, I was the first to go. The Germans treated me 
rough for a couple of days, but it didn’t hurt me. I didn’t have 
any trouble. Our crew was interlocked so well that they all fol- 
lowed. ‘They all bailed out sooner or later. They respected the 
way I navigated. We had to fill in for another airplane that fell 
out. Bailing out made me feel nervous. I didn’t like to see my 
co-pilot killed. I felt badly about it. 

(). Did you go out with many girls while you were a prisoner? 

A. There weren’t any girls in the prison camp. Most of the 
vuys were married before they went overseas. 

(). Do you hear any voices now? 

A. ‘The voice over the radio says I’m a general. I’m nothing 
but a poor boy; that gripes me. [Everybody is trying to give me 
advice. They are saying that 1’m a millionaire. 

(). Are you happy now, R——? 

A. I’m not happy because there aren’t enough girls. I'd like 
to screw girls very much. I flunked out because I didn’t study 
enough. 

(). low often do you have relations? 

A. | require intercourse once in two weeks usually. After 
dances that’s where the trouble in my mind comes in. 

(). Did you ever succeed with women? 

. | never did succeed. I offered them rides, but they said, ‘‘] 
have a ride.’’ ‘*O. K., where do you live?’’ Prison camp, seven 
months, and that’s why I wanted girls. They talked about it as 
much as I could stand. I then tried to complete my slide-rule. 

(). When did you become ill, R——? 

A. | was in prison camp, and got a broken jaw playing foot- 
ball. After I got my broken jaw, my mental crack-up occurred. 
Mentally, physically. It got cold, food got scarce, and I got tired 
of both. I was bedraggled. 

(). After you became ill, how did they treat you? 

A. They gave me good food after that. I worked on my slide- 
rule. 
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Q. Low did you get along with the boys? 

A. ‘The boys noticed that I wasn’t doing so well. I dreamt of 
getting home and completing the slide-rule. It was a big object 
for me. Got a razzing from the fellas. I wasn’t doing well at 
Kx. P. I wasn’t good enough. Bailing out bothered me. I never 
knew what happened to my crew. I saw Stalin in 111 Upper (a 
ward at our hospital) with some other Russians. 

(). Did you like the show the other day? 

A. I liked the girls in the stage-show the other day. I recog. 
nized their faces, and that I had gone out with some of them. 

(). Why didn’t you get married, R——? 

A. Getting married was a personal problem to me. I had lots 
of boy-friends when I was a little boy. I went to church, I was 
religious. 

(). Did having intercourse bother you? 

A. It made me feel badly to have intercourse, because I felt 
that only married people should do that. 

Q. How did your parents treat you? 

A. My parents provided for me very well. I never felt lonely. 
| feel badly about my co-pilot. I feel guilty because | bailed out 
first. 

Q. Where did you first meet your co-pilot? 

A. We first met in Georgia, we became good friends. He took 
me home with him and introduced me to his folks. Maybe I could 
have saved him if I hadn’t bailed out first. Stalin is here to get 
the atomic bomb. 

Q. What do you know about atomic bombs? 

A. I know about the bomb from what I read in the magazines. 
(. Interpretations of material gained. 

1. From the social service history, one would be hesitant to 
make a diagnosis of schizophrenia; in fact, the most probable diag- 
nosis would be that of a psychopathic personality. Also, accord- 
ing to his history, this man had no hallucinations, and delusional 
experiences were doubtful. It was only under pentothal narcosis 
that the true diagnosis manifested itself, that of schizophrenia. 
We are cognizant of the fact that psychopaths have been called 
‘ambulatory schizophrenies,’’ and thus, the differential diagnosis 
of these two conditions is at times a difficult matter. We, there- 
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fore, advocate the use of pentothal sodium as a means of distin- 
vuishing these two disease entities. 

». We have observed in our series of schizophrenics that sex 
drives and activities were maximal during early childhood and 
youth. However, as they grew older, these drives seemed to di- 
minish and played a very minute part in the patient’s life. In 
tle case of this patient, one will notice that his sexual interests 
were still on a relatively high plane at the time his psychosis ap- 
peared. We feel, therefore, that we are dealing with an early case 
of schizophrenia. 

This patient exhibited a definite ‘‘inferiority complex,’’ 
which we are unable to correlate with his early life. His abreac- 
tion reveals his feelings of inferiority, whereas his’ history was 
colored with events of a superior nature—a reaction-formation 
(compensatory). 

!. This patient mentions the ‘‘slide-rule’’ so often that we may 
speculate that this symbolized to him the ‘‘to-and-fro’’ movements 
of the penis during the act of intercourse. While he was a pris- 
oner of war, all his thoughts centered around sex. In all fairness 
io him, we must admit many so-called ‘‘normal’’ individuals would 
probably have reacted in the same manner under the same con- 
ditions, 

». We are convinced that the loss of his co-pilot was a precipi- 
tating factor in his psychosis; however, we are slightly perplexed 
because most persons who break under similar circumstances de- 
velop a psychoneurosis, anxiety type, rather than a frank psy- 
chosis. We feel certain that his is not a psychotic-like state such 
as that deseribed by Grinker, but rather, a true schizophrenic 
reaction. 

Case 2. A. Summary. 

This is a case of a 35-year-old white man, who was sent to the 
lospital by his parents because of tantrums. His military history 
reveals that this patient was discharged ‘‘CDD”’ after one year of 
ervice because of ‘‘nervousness.’’ His family history is essen- 
tially negative except that he is the second of five sons, and his 
other, aged 67, is suffering from ‘‘female trouble’’ and does not 
want her son to return home with ‘‘that curse on him.’’ From 
what information was gained, the patient’s birth and early de- 
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velopment were normal. His childhood was uneventful except for 
whooping cough when he was between four and five years old. He 
completed high school at 17, and asserts that he made outstanding 
grades. Following graduation, he had a six-month business course, 
As a boy, he was always active in sports, rarely drank alcoholic 
beverages, and never had female company until he was 21 years 
old, because he was ‘‘too self-conscious.’? Although he has had 
several dates with girls, he has never had even the mildest sexual 
relations with any of them, nor is there any history of sexual per- 
versions. ‘lhe patient states that he was ‘‘always morose, nery- 
ous, and neurotic.’? Upon his return from the army, this veteran 
obtained employment as a stock clerk. He held this job a year, 
and—when he didn’t obtain a raise that was promised—he ‘*‘ went 
to pieces.’’ He had erying spells and was intensely bitter. He 
then found another job but quit after a month because he felt 
‘weak and nervous.’’ His latest job was with a rope company, 
but he quit after a short time because he felt the other employees 
were talking about him. 

The onset of the present illness is not known. The patients’ 
parents first noticed the symptoms at the time the veteran left his 
first postwar job. He would sit for hours at a time, smoking, not 
wanting to talk to anyone. He felt that his brothers considered 
themselves ‘‘big shots.’’ During this period, he threatened to kill 
his family, and at the same time showed fear that the family in- 
tended to kill him. The veteran himself realized his need for help 
and begged his parents to do something for him. When the pa- 
tient was seen at the veterans’ hospital, he was ambulatory, co- 
operative in answering questions, and of fairly normal psycho- 
motor activity. His affect was moderately appropriate; however 
he was very labile emotionally. He was oriented in all spheres, 
and memory was intact for both remote and recent events. He had 
no hallucinatory experiences ; however, he harbored one strong de- 
lusion—that people in the hospital were stealing his semen. He 
said, ‘‘I] have a superiority complex, and I know they are using 
my semen to fertilize women with.’’ His speech was clear, rele- 
rant and, from his conversation, his intelligence was in keeping 
with his educational opportunities. Insight and judgment were 
both defective, and he expressed the wish to go home, since ‘‘ there 
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is nothing wrong with me.’’ Physical, neurological, and labora- 
tory examinations were essentially negative. 


RB. Pentothal Interview. Injection time, six minutes, grains, 9. 
Q). Let’s go back to where you were two or three years old; how 
was your childhood, how did your mother and father treat you? 

A. Absolutely good. 

(). What about your brothers? 

A. Jl admired my brothers. My oldest brother, he’s a lieuten- 
ant commander. My childhood was wonderful, but oh my man- 
hood! L went to grammar school, and graduated at 13, near the 
top of my class. I graduated from high school in four years. 

(). How old were you when you first masturbated? 

[ was 13. 

(). Did you mother or father ever catch you masturbating? 

A. They probably knew I masturbated. They and my Sunday 
school teacher said it was wrong. He (teacher) brought his son 
to school and showed him to us. He said it was the proper thing 
to get married and have a child. | heard that masturbation might 
alfeet your mind. 


> 


(). What happened when you were 14 years old? 

A. The only thing that happened then was that I was in high 
school. I worked hard, studied hard, and graduated at 13, that 
isn’t bad. 


_ 


Did the teachers like you? 


ue 


[ had all the teachers sign my book. 


~ 


) 
How did you get along with your classmates? 
I got along fine with them. 

). Did you go out with girls at that time? 

A. I didn’t go out with girls when I was 14 or 15, I was always 
bashful. Also, I thought it a little too young. 

(). low were you at the age of 16 or 17? 

A. At16, I got kinda nervous. I was bow-legged, and had a big 
nose. At that age I became self-conscious to an extreme. Warpy- 
legs and big nose. If anything, I was partly afraid of women, and 
partly admired them. If I had to do it over again, I’d get married 
because my folks had plenty of money. 


A 
\ 


_ 


APRIL—1948—E 
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Q. What made you self-conscious? 

A. I made myself self-conscious, that’s my mental nature. (Of 
course, I’m warpy-legged, and big nosed. My Irish friends said | 
could fill up my nose with nickles, and ride the street car for six 
months. Dr. D . 

Q. Who was Dr. D——? 

A. Dr. D—— was a great guy. He was a crackerjack. I liked 
him more than anyone I had ever seen, he was plain people, he 
was thorough and did the job. When the doctor came to our house, 
we’d say, ‘‘The doctor is here,’’ and we felt better, and actually 
hated to see him leave. 

Q. Did he ever discuss anything personal with you? 

A. No, I nearly cried myself to death when he died. He was the 
last one of the old school, he came with his satchel, and went to 
work. 

(. What happened when you were 20 years of age? 

A. At 20, I was fairly listless. I didn’t care for anybody. At 
20 | was self-conscious, my face and ears got red. I sweated a lot, 
that sorta got me away from people, especially females. My 
warpy legs. I’d pay $25,000 if I had it, to get them straightened 
out. 





(. Did you ever have intercourse? 

A. I never had sexual intercourse. 

Q. Why not? 

A. Beeause I was fairly religious. I went to Bible class, sum- 
mer camps, and went to church for 17 years. I’m a little too damn 
conscious. I don’t care to have intercourse. After I get married, 
I think I’ll have some extracurricular activities. 

Q. What happened then? 

A. In 1932, we served over 3,000 oil burners; I was extremely 
happy, but still self-conscious. Supposedly, I have something on 
the ball. 

Q. Did you go out with girls? 

A. In 1942, I was practically married, I was in the army. After 
I came out of the army, she was told to avoid me because, ‘‘He 
might blow his top because he’s got a CDD.’’ I took out a fifth to 
tenth cousin after that, and she was pretty. I got her hot, and 
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then we stopped going with one another. At 35 years of age it’s 
high time I got a job and got married. 

(). What made you self-conscious? 

A. At 16, 1 looked at the mirror, and said I should start dane- 
ing and meeting the opposite sex, but I was self-conscious. 

(). When did you enter the army? 

A. Lentered the army on March 17, 1942. Before entering the 
army, | was moody or morose, I have a fine sense of humor which 
is a sign of sanity. 

Q. Were you glad you went into the army? 

A. No, 1 was seared, afraid to go into the army. 

). Why? 

A. First, of death; second, loss of limb; third, I didn’t want 
to leave home, and besides, I’m afraid of water because I never 
learned to swim. 


-~ 


(). What did you do when you didn’t work at home? 
A. J read or thought. 

(). What are some of the books you read? 

A. My number one book is Readers Digest. I read it from 
cover to cover. I read over the church paper, and spend hours 
reading the Sunday paper. 

(). Tell me more about the army? 

A. They nearly rejected me from the army, I’m partly deaf. 
l:very other child on my father’s side of the family is deaf. They 
put me in the signal corps, I’ll always thank them for that. 1 went 
to Camp C——, I slept in tents. 

(). Did you get along with people in the army? 

A. I got along with them fine, but I was in the army, there were 
lots of sayings. ‘‘Turn your other cheek,’’ ‘‘Be your brother’s 
xeeper,’’ ete. That’s what I was always taught, I was homesick and 
‘eared going overseas. I always called war insanity and stupidity. 
(here is a fella in Berlin just like me, he takes a shot at me and | 
take one at him. To hunt another human being makes me sick to 
even think of it. I ‘‘gunned’’ for a favorable position. I got de- 
pressed at Camp C——,, because there were rumors of going over- 
seas. They put me in the post office, I got depressed there also. 
War is bigger than me or most people in the world. It’s the man 
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that counts with me, not his nationality. People hunting people 
is the most dastardly, obnoxious thing there is. I got mentally de- 
pressed with fears, I cried, I could not eat. 

(). Did anyone see you crying? 

A. Lt. K sent me to the barracks. I was then sent to thie 
dispensary. I was relaxed to some extent, but I wasn’t right. It 
still hung over me that | was in the armed forces. I went to school 
for 25 years, Sunday school. ‘*Be your brother’s keeper,’’ ‘‘Turn 
your other cheek.’? They wanted me to hunt men. People are peo- 
ple regardless. A soul is a soul, give every human dignity. From 
the dispensary I went to the psychiatric clinie. 

Q. Were you in a locked ward? 

A. I spent three weeks in a locked ward. <A doctor interviewed 
me, and examined me. They watched me. 

Q. Do you think that your condition changed in the three 
weeks ? 

A. My condition was about the same. I was down. I mastur- 
bated a little. I went to staff where there were four men. They 
were very business-like. I got a CDD discharge. 

Q. Did you hear voices at this time? 

A. No (patient laughing). 

Q. Did you see any visions? 

A. No. 

Q. Were you happy to go home? 

A. Iwas happy to go home with my head partly bowed. I was 
ashamed to go home. 

Q. What kind of weleome did you get? What did your friends 
have to say? 

A. I gota good welcome, but my friends tried to corner me, and 
[ had to make excuses. 

Q. What did you do after you got home? 

A. Ityped all day long. I work hard and didn’t get much pay. 
{ worked 10 hours a day and it was too hard for me. 

Q. What did you do after that? 

A. Istayed home. I helped around the house. I was ashamed 
of myself. My brothers were in the army. I started to get into 
arguments with my father. I got noisy. I got up in the middle of 
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the night and started to curse for not having a job, for not being 
married. I was depressed, | was morosed. My father wanted me 
to go to ———— to see a psychiatrist. The only reason I went was 
because of my mother. I said, ‘‘ Mother, if you want me to go toa 
psychiatrist, and that will make you happy, I’ll go.’’ I entered 
hospital the first of August. I met Doctor C—— there, and 

he interviewed me. 

Q). Do you actually believe someone is trying to steal your 
semen? 

A. You know as well as I that doctors will take semen. 

(). Do you actually believe that? 

A. Yes. They use a test-tube and they suck it out. The prob- 
ably used a lot of my semen at ———— hospital. Everyone talks 
about test-tube babies. 


('. Interpretations of material gained. 


1. Without a doubt, this patient has a marked ‘‘inferiority com- 
plex,’’? and he continually seeks to compensate for that by relating 
lis accomplishments, scholastically and otherwise. He continu- 
ously mentions his ‘‘CDD’’ because this was a definite factor in 
his feelings of inferiority. 

2. We explain the delusion of someone wanting to take his se- 
inen thus: The subject of ‘‘test-tube babies’’ has been a popular 
one with the laity. Also, it is a well-known fact that ‘‘superior- 
stock’? semen has been used. Therefore, this delusion is used by 
the patient as a compensatory mechanisin for his inferiority, which 
lie has experienced all through life. Also, it is a wish-fulfillment. 
The patient has never been successful with women at any time in 
his life. He has always had a strong super-ego, and thus never 
succumbed to pre-marital intercourse. He continuously expresses 
the wish to get married. In the writers’ opinion he weuld ‘‘love’’ 
to have his semen ‘‘stolen’’ in the act of intercourse. 

3. Evidently, this patient had a satisfactory home life and all 
of the comforts that go with one. He had always been taught to 
avoid, ‘*‘Man’s Inhumanity to Man.’’ Here he was thrown into 
the army where this dictum no longer existed, and it was rather: 
‘*Man hunt man, man kill man.’’ There is no doubt that this pro- 
duced a powerful conflict of such a nature that the patient could 
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no longer cope with it, and therefore met it with a schizophrenic 
reaction. 

4. Again we note the complete lack of sexual drive. However, 
this case is unusual in that there was a paucity of libido through- 
out his entire life, this patient possessed very little ‘‘id’’ drive. 

Case 3. A. Summary. This patient is a 24-year-old colored 
man. His military history reveals that he was inducted into the 
army during December 1942. A few months later, he was sent 
overseas. During his period of active service, he was in Ireland, 
Africa, and Italy. He was discharged in 1946, receiving a ‘*‘CDD.”’ 
The highest rank he achieved was that of private first class. As 
for his family history, he is the fifth in a sibling group of nine, and 
there are no nervous or mental disorders in any of its members. 
His mother and father are living and well. This patient was born 
in the south, and his birth and early development were unremark- 
able. He began school at the age of six, had difficulty in learning, 
and reached the seventh grade at the age of 20. He left school at 
that time, after having failed in several courses. As a child, he 
was shy, bit his nails, had nightmares, and was enuretic—even to 
the present. He disliked sports, parties and dances; had very few 
dates. After leaving school, he worked on a farm, but his work 
was very irregular. He habitually stayed at home with his fam- 
ily, remaining alone and feeling ‘‘inferior’’ to others; he was also 
ashamed of his small size. He had normal heterosexual relation- 
ships three times after being in the army; he masturbated until 
the age of 25, but admitted no homosexual tendencies or venereal 
disease. There is no history of alcoholic or other drug addiction. 
He was admitted to the — station hospital in October 1945. 
Two months prior to hospitalization, he had had abnormal sexual 
relations with a woman wherein she performed fellatio. Two 
weeks later, he began to think he had caught a disease, and then 
heard other men in his organization say he had syphilis, even 
though his blood test was negative. He appeared withdrawn, pre- 
occupied, lacked judgment and insight. He was delusional and 
manneristic. He was evacuated to the zone of the interior and 
admitted to K——— General Hospital during November 1945. On 
admission to that hospital, the patient was apathetic, withdrawn 
and bewildered. His speech was slow and hesitant, and he spoke 
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in a low monotone with frequent blocking. He was disoriented as 
to time and place. Occasionally he held his nose and mouth closed 
as if smelling or tasting something foul. When asked why he had 
come to the hospital, he replied, ‘‘I got to smelling my own insides. 
| was decaying away inside and the flies were after me. I had an 
abnormal sexual relation with a woman, and now the disease is 
spreading all over my body.’’ His affect was flat, immediate grasp 
and reeall, caleulation and apperception were very defective. He 
was admitted to the North Little Rock Hospital later when his pic- 
ture was the same as that described. Neurological, physical, and 
laboratory examinations were negative. 


B. Pentothal Interview, Injection time—5 minutes; grains, 8. 


). Tell me about your mother? 

A. [love my mother. She was good to me. 

). Was she ever mean or bad to you? 

A. Yes, when I was in her womb she misfed me. 
). How? 

A. She threw away the seed. (He didn’t explain what he 
meant by ‘*throwing away the seed.’’) 

(). Do you remember when the next baby was born? 

A. She had another child. I was jealous of it. She chewed the 
‘ood and then put it in my mouth. I didn’t like it. I wanted her 
‘*titty,’? but she wouldn’t give it to me. 

(). When did you start to masturbate? 

A. When I was 15 years old. I thought it was wrong. 

(). Did anyone ever tell you it was wrong? 

A. No, not actually, but it was wrong, because I threw away my 
seed, I should have saved them. 

(). Were you ashamed? 

A. Iwas ashamed. I was ashamed of my face, 1 amugly. Too 
terrible for people to look at. I don’t like to be in a crowd of peo- 
ple. Not beeause I don’t like them, but because I’m too ugly for 
them to look at. I keep my hand over my face so people can’t see 
the shame on my face. My mouth is dry because I don’t talk. I 
don’t talk because I don’t have any thoughts. I am ashamed of my 
body because it is corrupt. I don’t like any women. In a way I 
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am part woman, because I threw away my seed. I wanted to kill 
myself because I am so ashamed. I worry because I sit in one 
place all the time (on the ward), | want more exercise, 

(). Have you ever had intercourse? 

A. Twice. 

Q. Tell me about it? 

A. It was in South Africa. In Liberia. She was a native girl, 
We were in her village. In her native hut. There was a bed on 
the floor. She crawled into it first. Then I crawled into it. Then 
I rolled on top of her. I put myself in her. Pretty soon I left my 
seed, she didn’t leave any seed. Then I was through. I never did 
it again. I was ashamed. 

How about the second time? 

No, that was all. 

Did you or do you have syphilis? 
I don’t understand. 

Did you ever have ‘‘bad blood?”’ 
No. 


rPOorOoPO 


C. Interpretations from information gained. 


1. We are impressed with the fact that this patient brought 
forth psychodynamies in short order. Use of such words as womb, 
‘*titty,’’ ete., are excellent examples of this. It has been our ex- 
perience that the colored, psychotic patients resort to primitive ex- 
pressions and symbolizations more readily than the white. 

2. It is evident from the history of the case and also from the 
pentothal interview that this patient has a severe castration com- 
plex with a concomitant feeling of sexual inferiority. In addition, 
he manifests a marked guilt-reaction, 


3. On the surface there appears to be no compensatory mechan- 
ism to justify this patient’s psychotic reaction. However, upon 
delving deeper into the situation, we find that from the time of 
birth to the clinical manifestation of his psychosis, this patient has 
played the role of ‘‘under dog.’’ It appears to us that there is a 
compensatory mechanism, that of masochism. (I’ve always been 
the under dog, I was never wanted from the very beginning, now 
I will enjoy myself in this role.) 
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4, This patient’s libidinous drive which has never been too 
powerful, has disappeared completely with the onset of his psy- 
chosis. 

Case 4. A. Summary. This patient is a 25-year-old white 
man. His birth and early development were normal except that 
he had attacks of asthma since the age of 14. He started school 
at seven and quit at 15 because he ‘‘wanted to work on the farm.”’ 
At the age of 18, and until he was inducted into the army, he 
worked at a dairy, a service station, and as a clerk in a post ex- 
change at a camp in Louisiana. He was taken into the army in 
\942, and was overseas two years where he experienced combat in 
Normandy, northern France, the Rhineland, and central Europe. 
His last few months overseas were spent in guard duty in a dis- 
placed-persons’ camp in Germany. It was his job to keep his fel- 
low-soldiers from looting, and his present illness began at this 
time. He began to worry for fear he would make enemies among 
his buddies, and he would not carry out his guard duty properly. 
lle was very nervous while in the army, and dreaded the approach 
of officers or anyone in authority. He was never absent without 
leave nor was he court-martialed. He had the rank of private first 
class. His family history reveals that the patient is tenth in a sib- 
ling group of 11. He has six sisters and four brothers, and all of 
them are making a satisfactory social and economic adjustment. 

‘There is no history of mental disease in the family. There is 
no history of sexual promiscuity, perversions, or drug addiction. 
This patient has always gotten along well with girls and has dated 
normally. He states he has never had sexual intercourse, and has 
never had any plans for marriage. Since his discharge from the 
army, he has worried for fear he did something wrong while in the 
service, He developed the idea he had broken regulations, and that 
he had received his discharge through fraud. He has worried be- 
cause his sister sent him some money to take a furlough and visit 
K'ngland while he was overseas. His organization was alerted for 
return to the United States; he felt guilty over the money and gave 
it away to his friends because he felt unable to explain why he had 
it; he was afraid officers would accuse him of having obtained it 
by theft or having dealt in the black market. He also felt concern 
over not having any religion. Because of his continual worry, he 
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has been unable to eat, and has been unable to retain what little he 
has eaten. He has crying spells and insomnia. When admitted to 
the writers’ hospital, the patient was found to be ambulatory, 
quiet, calm, co-operative; and he appeared depressed at times. He 
is sociable and not seclusive. He was emotional and depressed 
when first admitted, would ery, and did not take any active inter- 
est in recreation or other activities. He seemed to worry consid- 
erably, but never made any attempts on his life. His psychomotor 
state is normal to the extent that he acts and talks with a normal 
amount of speed and clarity. He is correctly oriented in all spheres 
and is in good contact with his environment. Thought-content con- 
sists mostly of a depressive preoccupation with the idea that he 
has done something wrong; however, there are no ideas of unreal- 
ity or persecution. Attention is easily gained and held, and re- 
tention is good. Intelligence seems to be in keeping with edtica- 
tional opportunities. Insight and judgment are both impaired at 
the present time. However, there are no hallucinatory or defini- 
tive delusional experiences. Physical, neurological, and labora- 
tory examinations are negative. 


B. Pentothal Interview. Injection time, eight minutes, grains, 10. 


Q. You are on guard duty, A——, tell me about it? 

A. No answer. 

(. Did anyone steal any money? 

A. I don’t know. 

Q. What happened in the army that bothered you? 

A. I said I’d shoot anybody, anybody who would steal. They 
turned against me. 

Q. What’s wrong, A ? 

A. By saying I’d shoot anybody stealing; I was using that for 
a bluff. 

Q. Did anyone steal anything? 

A. I don’t know. 

Q. What happened? 

A. They were looting. I didn’t shoot anybody, but I let them 
steal. I was afraid I’d get the blame for it. I was afraid they'd 
get me in trouble. They said they’d get me in trouble. I was using 
that for a bluff. 
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Q. What did you do wrong? 

A. By not having intercourse. ——-(blocking). I’d said I’d 
shoot anybody I caught looting. I went out with a British girl, I 
loved her up, I was yellow, I was afraid they would say I knocked 
ler up. She wanted to have intercourse and I didn’t. I could 
have had it. I want to get back with God. I beat my meat instead 
of having intercourse. I just went down to the park and wanted to 
intercourse her. I just shot off my gun and left her. 

(). Do you hear God? 

A. I listen to God, I didn’t obey his orders. I can do wrong 
once, and get by with it. 

Q. What’s wrong, A——? 

A. The money I got from my sister to go home. When I got 
home I felt bad. I did wrong by not turning in the money. I 
should have carried it home with me. 


_ 


). How do you know your buddies were against you? 
A. By the way they talked. 


—_ 


). Did you steal, A——? 
A. Tate the food they stole. I know I was doing wrong by eat- 
ing the stolen food. They looted. My girl friend wrote me and 
said | wasn’t true to her. I did some fraternizing with some Ger- 
man girls. I gave them something to eat because they were hun- 
ery. I didn’t tell the truth to my mother. I have a lost soul. I 
wrote and told her I was true to her, I wasn’t. I kissed some Ger- 
man girls, I say I wasn’t true to her. 
(). Did you have any intercourse with them? 

. No, I was afraid to have venereal disease. 
). Do you hear the Lord now? 

A. The Lord is speaking to me. He said I didn’t do any 
wrong. 


( 


Q. Did you go to Sunday school? 

A. Yes, 

Q. Think back to where you were around three years of age, 
what do you remember? 

A. I blew my brother’s eye out. My brother told me not to 
shoot and I did. I hit him in his eye. 
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Q. Did you ever have intercourse with animals? 

A. I tried to intercourse a cow. The cow moved. I tried it on 
horses and chickens. I was small then; I was eight or 10 years old. 

Q. Did your brothers teach you that? 

A. Yes, and I’m sure they did it also. I saw them do that. My 
brother was ‘‘defecating’’ in the barn, I slipped up behind him, and 
I got him by the penis and hurt him. It got caught on a nail. I de- 
served a beating, but didn’t get it. 

(). Did your folks ever catch you masturbating? 

A. My mother caught me behind the barn. She said, ‘‘ You 
should be ashamed of yourself, don’t let me catch you doing that 
again.’’ My brothers shamed me also, because I was doing wrong. 
I said | just had to do it. I was ashamed I’d lose my soul after 
beating my meat. My folks taught me not to be ashamed of any- 
thing I did. 

Q. Did you do anything else wrong? 

A. I put my brother’s eye out. I liked to have gone crazy, it 
was my fault. My younger brother climbed on my back, I cut a 
gash in his leg, but I was sorry I done it. 

Q. Did you play with little girls? 

A. I did try to lay little girls. They were 10 to 12 years old, | 
never intercoursed them. I felt they should be married before | 
intereoursed them. I got them to the point where they wanted it, 
but I wouldn’t give it to them. 

Q. What did the minister say about that? 

A. ‘The preacher said, ‘Thou shalt not mistreat anyone.’’ 

Q. ‘Tell me more about the army? 

A. I couldn’t finish basic training in the army because I beat 
my meat too much. I constantly beat my meat. I couldn’t go over 
the obstacle course because I was too weak. 

Q. Where did you first arrive overseas? 

A. In France. We were near combat and I was scared. I was 
near fighting. 

Q. Did anything happen in France? 

A. Nothing in particular. 


i; 
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(). Where did you go from there? 

A. I went to Germany after the war. I gave food to the Ger- 
man people and felt guilty about this. I was on guard duty at a 
camp for displaced persons. The captain told me to shoot if I had 
to. I didn’t like that and I just about blew my top when he told 
me that. I got a letter from my girl friend back home telling me 
she didn’t think I was true. I blew my top and wrote a letter back 
to her telling her we were through. 1 was sorry for it afterwards. 
In September 1945, they checked the soldiers’ money. 1 was scared 
because I had $150 from my sister, and I was afraid they would 
think it was black market money, and would send me to the ‘‘pen.’’ 
| cave the money to two of my buddies, and told them they could 
lave it. I was seared that the FBI would be after me. The Lord 
told me not to give the money up, but I was seared and went to the 
sergeant and told him the story. He told me to go see the lieuten- 
ant; Lalso told him my story. He said that I would have to have a 
letter from home stating that I got the money there. I didn’t get 
a letter. I didn’t know what to do. One of the fellas said that the 
ord would not listen to sinners, and I sinned. My soul is lost. 

Q. Did you stop praying? 


A. No, I pray constantly, but the Lord would not listen to it. 


(). Did anyone go to the ‘‘pen’’ because of black market money ? 
A. Yés, I don’t know how long their sentence was (patient ery- 
Ing). 


(). What did you do after you came home? 

A. (Patient crying) My brother told me to sign up for the 52-20 
b. | didn’t feel I deserved this, but I took it anyway. I feel 
guilty about that. I went with a girl back home, and she forgave 
me for what I did. She was religious, and I felt that I was lower 
than she. I quit seeing her. I also wanted to join the church, but 
| figured the army would be after me at any time and take me 
away, so I didn’t join the church. I didn’t see any reason to get 
married because the FBI would be after me. On my work sheet, I 
saw the initials FBI, and I knew they would eventually get me. 
The people back home have it in for me because I would walk the 
streets with a glum look on my face, and they would look down on 
ine. They thought I ‘‘knocked up’’ a girl overseas. 


! 
Ctl 
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(. Intepretations of information gained. 


1. Upon investigation of this patient’s psychobiological record, 
we find it colored with sexual frustrations, conflicts due to bad par- 
ental teachings and ignorance on the parents’ part, perversions 
such as bestiality, and, in the patient’s mind, excessive masturha- 
tion which, according to him, was forbidden by God. 

2. This patient has a severe guilt-complex concerning his broth- 
er’s eye, which he (the patient) was instrumental in destroying. 
‘This was a definite, strong, psychic trauma to him at that time, and 
has persisted, though latent. The army brought forth this guilt- 
complex to its fullest extent, and this was instrumental in causing 
his psychosis to be manifested clinically. 

3. Jlis sexual experiences were not in keeping with his religious 
beliefs and strict teachings. (The patient is a Baptist.) He never 
was able to solve his sexual problems, was in constant conflict be- 
tween good (religion) and bad (sex). Here again the ‘‘right- 
wrong’”’ principle ean be demonstrated. 

Case 5. A. Summary. This is a case of a 35-year-old white 
man, who was admitted to North Little Rock Hospital in August 
1946. He was transferred from a state hospital. The patient had 
been inducted into the army during August 1942 and was dis- 
charged in March 1946 ‘‘at the convenience of the government.”’ 
While in the service, he had many conflicts with non-commissioned 
officers, yet was able to retain the rank of corporal. He was hos- 
pitalized for two months in a neuropsychiatrie ward in Calcutta, 
India, for anxiety attacks. He was restored to duty and then dis- 
charged. His army records note that he had a multitude of com- 
plaints which he believed due to glandular or blood disturbance 
and has for a long time suspected venereal disease as the cause of 
his illness. This patient’s father and mother are living and well, 
and there is no history of psychiatric disturbances in the family. 
The patient was born in S——, Ark., completed the eighth grade 
at the age of 15, then stayed in school three years longer. After 
leaving school at 18, he ran away from home and remained away 
until 1940. During this period he wandered all over the United 
States, working as a laborer on railroads. No position lasted for 
any period of time because he would hear of another job in an- 
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other state and would immediately go there. When the threat of 
war arose in 1940, he returned home, intending to be a farmer and 
to evade the draft. When this plan failed because of inadequate 
adjustment with his parents, he went to M—— and found employ- 
ment as an electrician in various defense plants. He denies ever 
having had venereal disease; and, as a younger man, he never went 
with girls beeause, as he expressed it, ‘‘They never gave a damn 
about me.’’? Likewise, he never had many close associates or 
friends. As a youth, he thought his mother was too strict with 
him, and ‘‘to show her,’’ he began to drink, although there is little 
history of drinking to excess. He was jailed in California for vag- 
rancy, and in Iowa for riding on trains. 

(pon discharge from the service in March 1946, this patient re- 
turned to his parents’ home in Arkansas where he planned to 
farm. Soon after his return, he and his father got into a conflict 
because the father was ‘‘too set in his ways,’’ and would not listen 
to new ideas. Late in the spring his mother went to M to 
lave a hysterectomy performed, and the patient protested and 
tried to prevent this because he felt this would give the family a 
had name. On June 10, 1946, he came in from the fields where he 
was working and began to wash his hands. The patient’s sister, 
J--—, was also in the house, and asked him if he had finished 
planting the corn. He did not answer immediately, got a drink of 
water, and then went to his room to obtain a .22 rifle. He shoved 
tin her face, answering, ‘‘No, I didn’t get done planting the corn, 
hut maybe you ean tell me where you want me to plant you.’’ She 
crabbed the gun-barrel, he kicked her and fought with her, in the 
ieantime firing the rifle two or three times. She continued rea- 
soning with him, asking what in the world he was up to, and so on. 
lle indicated that he thought his family was ‘‘ganging up’’ on 
hin; that they had family secrets which they were keeping from 
lim. He thought the red dress she had on was a signal to some- 
body. She finally calmed him down, and he demanded that she get 
two handkerchiefs for him. This she did, and he then set off with 
the gun to the field where his father was—talking of killing him. 
The father was with other men in the field when the patient ar- 
rived, and he never reached him. He was taken to the state hos- 
pital, Upon arrival at the veterans’ hospital, the patient was 
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found to be ambulatory, fairly co-operative in answering ques- 
tions, and of relatively normal psychomotor activity. He talked 
freely and connectedly, but with a delusional coloring and perse- 
cutory suspicions which he said covered a period of five or six 
years. His judgment and insight were defective, but his memory 
was normal for both recent and remote events. This patient was 
oriented in all three spheres, and gave no signs of hallucinatory 
phenomena. Ilis intelligence was in keeping with his educational 
opportunities. He said he would consider suicide if his hospitali- 
zation was to be ‘‘long.’’ When questioned about the event which 
led to his hospitalization, he said, ‘I had no intention of killing 
my sister.’’? Physical, neurological, and laboratory examinations 
were found to be negative. 


B. Pentothal Interview. Injection time, five minutes, grains, &. 
’ 9 £ ’ 


Q. Do you hear any voices now? 

A. I don’t know anything about voices, 

Q. Did you want to kill your sister? 

A. I never had any intention of killing my sister, I never had 
any intention of killing my flesh and blood. You ean consider me 
as a failure, or misfit, in the business world. 

Q. low do you get along with your father? 

A. I want him to counsel and give advice on things I don’t 
know. | want a red robe as red as the crimson tide. From my 
point of view, that means justice. She (sister) has taken mother’s 
side; there ought to be more A——. The blood, sweat, and tears 
———(blocking) had brought to my Jew-i-fied subordination. Let 
a couple of damn Jews reap the rewards. He thought it was a 
chivalrous thing to do to bite the hand of one who is trying to save 
him. Silly, because it brings in incest into the damn question. The 
psyche is supposed to be the origin of thoughts. If you penetrate 
the psyche, or whatever the damn Jews call it— (blocking). 

Q. How was your youth? 

A. You want to throw my youth back into my face, just like 
other nincompoops. I wanted to go into town on Saturday night 
and make whoopee. I ran away from my people when I was young, 
and that was wrong according to convention. That’s the backbone 
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of everything that has come up. I was a great failure in life. I 
didn’t want my mother to have her womb removed, and that caused 
a lot of arguments. 

(). What does the color, red, mean to you? 

A. That red color possibly had a lot of meaning. Red blood 
means fighting blood. My dad said I would have no say-so. I 
wanted to be the most powerful and richest man in the world. I 
read Wilkie’s One World. 


(. Interpretations of information gained. 

|. From the history obtained, the diagnosis of psychopathic 
personality is highly probable. If it were not for the one definite 
psychotie episode that led to this patient’s hospitalization, there 
would be little doubt of this diagnosis. The pentothal interview 
of course corroborates the diagnosis of schizophrenia. 

2. This patient, like other schizophrenics, shows a diminislhied 
libidinous drive. There is a variation from the usual situation in 
this regard, in that his drive was diminished throughout his life, 
rather than attaining its maximum during early youth, and then 
dropping off. 

3. This man has always felt deprived in his life. He felt de- 
prived of education, love and attention, and always was jealous of 
other persons who seemed to possess power. He always looked up 
to nen who had attained success, which prompted him to choose as 
reading material, books whose authors, in his opinion, were men of 
note. He has feelings that his family has definitely made him the 
‘black sheep,’’ and has been an obstacle in the attainment of his 
unbitions. It is very apparent that this man’s actions are com- 
pensatory mechanisms for deprivation in youth. He shows definite 
‘eelings of antagonism to the Jews, which we feel is an association 
phenomenon. In other words, ‘‘the Jews are inferior, and so 
am I[.’? 


CoNncLUSIONS 
Twenty cases of schizophrenia were studied under pentothal nar- 
cosis, five histories of which are presented in detail. 
|. To understand psychiatric disorders, one must know the 
basic psychodynamics. Use of the shock therapies alone does not 
ineet this requirement. 


APRIL—1948—F 
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2. It is the opinion of many that the psychoanalytic approach 
is a possible answer to the problem. We are in accord with this 
premise. But one of the great difficulties with psychoanalysis has 
been that it is time-consuming, and, therefore, an expensive under. 
taking. By the use of pentothal sodium, we have been able to ob. 
tain rapid positive transferences, making briefer inquiry practical, 

3. Utilizing pentothal narcosis the following observations were 
made. They are typical of the schizophrenic reaction: (a) In the 
schizophrenic, sex drives and activities have been maximal during 
early childhood and youth. However, with advancing age, thiese 
drives diminish and play a very minor part in the patient’s life. 
(b) Negro patients, afflicted with schizophrenia, seem to bring 
forth the basie psychodynamics of their disease with more facilil) 
than the whites, readily making use of primitive expressions and 
symbolizations. (¢) A compensatory mechanism based on a 
‘‘wrong-right’’ principle has been elicited in the majority of our 
patients afflicted with schizophrenia. Thus the sinner (‘‘wrong”’) 
turns to religion, God, ete., (‘‘right’’) in his psychosis. 

4. In addition, we have found pentothal sodium to be an ex. 
cellent means of differentiating borderline schizophrenia from cer- 
tain cases of so-called psychopathic personality. 

5). We did not attempt to use pentothal sodium as a therapeutic 
measure per se. We feel, however, that we have proven our prem: 
ise: Pentothal sodium is an effective adjunct for the understand- 
ing of the disease entity, schizophrenia, 


Veterans Administration Hospital 
North Little Rock, Ark. 
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DISSOCIATED PERSONALITY: STATUS OF A CASE AFTER FIVE YEARS 


BY SAMUEL D. LIPTON, M. D.,* AND EDWARD KEZUR, M. D.+ 

This report is a five-year follow-up of a case studied for about a 
year (1941-42) and reported at that time.t’ The case was one of 
dissociated personality, and the phenomena were reported in de- 
tail in the original publication. A brief résumé of the facts will be 
given here. 

The patient was a 25-year-old, white, married woman, Sara K., 
who was admitted to the psychiatric service of Cincinnati General 
Hospital in July 1941, after she had been found, wandering ain- 
lessly, by the police. It was discovered that she had suffered from 
attacks of amnesia for several months and had repeatedly wan- 
dered away from home. Within a few days of admission, she com- 
plained of constant dizziness and was unable to walk. 

The salient features of her history were as follows. The father 
was schizophrenic and had been committed to a state hospital 
when the patient was 11. The mother was a rigid, overprotec- 
tive person, but she supported her family and kept it together 
during the husband’s illness. The patient was the youngest of 
six siblings, but three had died before she was born. A sister, 33, 
was living. A brother, Godfrey, 27, was schizophrenic and had 
been committed to a hospital a year before the patient’s admis- 
sion. The patient’s early development was not remarkable. She 
had been married seven years and had two children, a girl, six 
vears old, and a boy, five months old. 

It was thought at the time that the patient had hysterical amne- 
sia and that her dizziness was a hysterical conversion symptoni. 
Psychotherapy of an investigative or uncovering type was carried 
on for three months. In addition to daily interviews, hypnosis was 
frequently used for two reasons: first, to terminate repeated epi- 
sodes of amnesia accompanied by great anxiety and second, to un- 
cover repressed material. 

During this period, the patient recalled a mass of suppressed 
and repressed sexual material consisting essentially of incestuous 
relationships with her father and brother and later promiscuous 


*Instructor in psychiatry, University of Chicago Clinics. 
tChief resident in psychiatry, Cincinnati General Hospital. 
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relationships. Toward the end of this time she became depressed 
and developed auditory and visual hallucinations and investiga- 
tive psychotherapy was abandoned. 

Late in September 1941, she began to have, first brief, later pro- 
longed, periods of violence and destructiveness for which she had 
complete amnesia. Rigid restriction of her activity became neces- 
sary. During these periods, she seemed to be a different person; 
and, in discussion of her behavior, physicians and nurses con- 
stantly used such expressions as, ‘‘Sara changed again.’’ For 
convenience in discussion and in making notes, it was decided to 
call the ‘‘echanged’’ patient by another name, Maud, when she 
seemed different. The patient knew of this name, in fact selected 
it because it was like Godfrey’s middle name; but it is to be un- 
derstood that under no circumstances did she really identify her- 
self as anyone other than Sara. In other words, whether the pa- 
tient appeared to be Sara or Maud, she identified herself as Sara. 

The differences between Sara and Maud were studied exhaus- 
tively. No attempt will be made here to repeat all the detailed 
findings. Suffice it to say that the dissociated personality, Maud, 
hore striking resemblances to what might be considered the per- 
sonified unconscious of the more complete personality, Sara. For 
example, Sara’s incestuous and matricidal dreams were Maud’s 
overt, conscious wishes. The dissociated personality, Maud, ver- 
halized the polymorphous perverse wishes of infancy, was totally 
amoral, had no super-ego but formed an infantile substitute for it 
in her efforts to please the therapist whom she openly identified as 
‘*Papa.’’? Additional differences are mentioned in the course of the 
description of her later progress. 

During the course of her hospitalization, Sara grew steadily 
worse. She became withdrawn, seclusive, blocked a great deal, and 
showed marked loss of affect. A further dissociation of her per- 
sonality was discovered and dubbed ‘‘Ann,’’ but no attempt was 
made to study it in a detailed manner. She received insulin shock 
therapy and improved somewhat, but in June 1942, she was com- 
iitted as schizophrenic. 

Since this publication, there have been only two reports on the 
subject of dissociated personality. Taylor and Martin’ review 76 
reported cases and conclude that the phenomena are not the result 
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of suggestion. Harriman* offers the opposite opinion on the basis 
of similar changes produced by hypnosis. In regard to this point, 
a good deal of evidence is offered in the original report to support 
the conclusion that Sara’s dissociation occurred prior to hospitali- 
zation and was not iatrogenic. 

A few months after commitment, the patient was released on a 
trial visit and later was discharged. Subsequently, contact has 
been maintained by letters to one of the writers (S. D. L.) and by 
irregular visits to the clinic. The patient was encouraged to write, 
because there was no other way to follow the case during the war 
years. It was realized that this might interfere with establish- 
ment of rapport with a new physician in the absence of the first; 
and it was, therefore, specified that the intervals between letters 
should be at least six weeks and that no specific advice should be 
offered. It has been clear from the letters that they were written 
entirely by ‘‘Sara.’’ 

During the interval, Sara has made a ‘‘social adjustment.’’ She 
divorced her husband and has worked successfully and supported 
her two children. Difficulties resulting from her dissociation have 
persisted and have resulted in suicidal attempts and brief hospital- 
izations but during the major portion of the past five years, she 
has been at home or working. 

Evidence of continued dissociation and of hallucinations and de- 
lusions has been most clear-cut in her letters because of her will- 
ingness to express her feelings in them while she concealed feel- 
ings under all other circumstances. This protective concealment 
was noted originally when for months, during a period of close ob- 
servation, after the diagnosis of dissociated personality was made, 
dissociated phases still went unrecognized. 

She wrote repeatedly that people were ‘‘funny,’’ that she could 
not understand them, that men made unexpected advances or de- 
mands, and that she had ‘‘ found herself’? with a man and had been 
impregnated. She subsequently aborted. All these suggested 
Sara’s difficulties with ‘‘Maud’s”’ activities. A typical example 
occurred when her little girl called her ‘‘Sara.’’ The patient asked 
why; and her daughter said the patient herself had told her to. 
This request must have been a dissociated act. Of particular in- 
terest is the way she handled the situation. She told her daughter 
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that she now wanted to be called ‘‘inother,’’ and made no attempt 
to contradict the child’s statement, although she did not reeall tell- 
ine the child that and felt sure she would have done no such thing. 

She still hallucinated her brother’s presence and probably her 
father’s. She wrote she could not understand what people meant 
when they said that Godfrey was in a state hospital and that her 
father was dead. When he died, she wrote a letter indicating <« 
‘ailure to comprehend the meaning of death. This was character- 
istic of Maud, not of Sara, and introduces some interesting mate- 
rial that indicates that Sara has integrated into her own person- 
ality some of Maud’s characteristics and conceivably has dissoci- 
ated less in this interval than she did while hospitalized. 

It was observed that now Sara dressed in an ornate ‘‘flashy’’ 
manner with free use of cosmetics and tight-fitting clothes. For- 
merly, she had dressed primly and conservatively while it was 
Maud who used cosmetics excessively and bought exhibitionistic 
clothes. Other evidence of this integration of Sara and Maud was 
‘ound in her letters, in addition to the example already given. She 
wrote, in 1943, that she did not want to lock doors and wanted to 
walk in the rain. During hospitalization, these had been Maud’s 
desires only, not Sara’s. In 1945, she began to call her son 
hy his middle name, Godfrey. In 1942, Sara would not have con- 
sidered this, while Maud would have been delighted because she 
thought the boy was her brother Godfrey’s child and felt no guilt 
over the fully-recalled incestuous relationship. 

Sara’s suicidal attempts have apparently been precipitated by 
two faetors. First, she has become depressed over the confusion 
and difficulties that result from her dissociation. Second, she has 
responded to hallucinations and delusions of her brother ordering 
her to commit suicide. 

Consideration has been given to the effect on the dissociation of 
her relationship with the therapist. It is clear that this relation- 
ship did not produce the dissociation ; but, conceivably it may have 
made it worse, and, theoretically, this may be a tempting conclu- 
sion, It is true that the schizophrenic manifestations grew worse 
during close contact with the therapist and subsided when the re- 
lationship was broken off. However, taking cognizance of the pa- 
tient’s persistent concealment of dissociation it is literally impos- 








256 DISSOCIATED PERSONALITY : STATUS OF A CASE AFTER FIVE YEARS 


sible to conclude that it is any less frequent or less severe now, 
when only indirect evidence of it can be obtained, than it was while 
she was under close observation. The only suggestion of improve- 
ment is the integration of some of Maud’s characteristics with 
Sara’s personality. 

In conclusion, it may be said that three points of interest are 
apparent after the lapse of five years. First, the patient seems 
clearly schizophrenic insofar as the concept of schizophrenia can 
be clear. Delusions and hallucinations are present, reality-testing 
is defective, and insight is absent. This point is made, as a matter 
of contrast to many other dissociated personalities who have been 
considered hysterical; it indicates that the type of dissociation de- 
scribed here, often referred to as hysterical dissociation, is not con- 
fined to hysteria. Second, there has been continuation of the dis- 
sociation over a five-year period. No quantitative estimate of its 
extent can be made. Third, there has been evidence of integration 
of the dissociated personalities. This might be considered spon- 
taneous. It is related to therapy only insofar as therapy consisted 
of casual contacts without overt reference to the dissociation. 
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BRONCHIAL ASTHMA* 


A Contribution to the Relation of Emotional Factors to 


Bronchial Asthma 
BY ELSE B. KRIS, M. D. 


Psychosomatic medicine is by no means a new discipline. It 
simply takes up again a very old approach to medical problems. 
Many centuries ago, those devoted to the art of healing realized 
that emotional life had something to do with illness. In fact, only 
in the past few decades was medical thinking directed into differ- 
ent lines. During this recent time, medical science, along with 
other lines of our modern lives, became more mechanized. Paying 
ever-increasing attention to the various laboratory tests, to the 
electrocardiogram and x-ray plates, the physician practically be- 
van to forget the consideration of the psychological background 
of the patient, and the emotional side of illness was almost en- 
tirely neglected. Thus the physician became unaware of the fact 
that body and mind are one, or, at least, that their interaction is 
so close that no examination of a patient could be considered com- 
plete should the therapist neglect some consideration of what is 
coing on in the patient’s mind. 

About two deeades ago, a group of medical men, realizing that 
the fundamental error of modern medical science was based on 
this divorcee of medicine from psychiatry, started to advocate the 
necessity of a better understanding of psychopathology. At the 
same time, they stressed the importance of giving psychopathology 
an equal place with tissue pathology in all our medical dealings. 
This is the way that the psychosomatic concept in medicine came 
to new life, claiming that there will be a day when the approach 
to disease as being either functional or organic will again be out- 
moded and diagnosis will put in its stead the idea of, ‘* How much 
of the problem in a particular case is emotional and how much of 
it is physieal.’’ There will be a day when those practising the art 
of healing will have a more comprehensive understanding of the 
fact that the human being is a product of physical, chemical, psy- 


“Paper read at the down-state Interhospital Conference, New York State Department 
of Mental Hygiene, April 16, 1947. 
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chological, and social factors, each one of these important for the 
maintenance of health. 

When trying to understand the emotional factor in disease, one 
must bear in mind that the pathology of a personality develops 
early in life, although this may not be noticed for many years. It 
was |*reud who insisted on the role of the environment in the de- 
velopment of control of the physiological functions. We all know 
today that the control of these physiological functions in a socially 
acceptable manner makes a lasting imprint on the mind and be- 
comes part of the mental processes. We also know that the mind 
is very definitely linked with the body. 

One of the most important psychopathological phenomena is anx- 
iety, best explained as ‘‘an unpleasant feeling associated with 
conscious or unconscious ideational content of a frightening na- 
ture.’’ It is, furthermore, an accepted fact that anxiety lies at the 
root of all psychopathology, playing an important part in human 
behavior and having two elements: a psychic and a somatic com- 
ponent. 

Anxiety can make its effects felt in every tissue of the body. 
When anxiety or other feelings and thoughts exist which cannot 
be expressed by words or action, these feelings may find expres- 
sion through some organ or organ-system. The result is a ‘‘lan- 
guage of the organ’’ which may be expressed in illness if the per- 
sonality is not sufficiently developed to solve arising problems 
through other channels. The choice of organs for such organ- 
language is determined by constitutional predisposition, identifi- 
cation with a parent, or may be due to other factors. In any psy- 
chosomatic disorder, the choice of organ is dependent upon a coin- 
plex combination of psychie and somatic factors playing different 
quantitative and qualitative roles in the total make-up of the dif- 
ferent individuals. 

Among the organs most frequently subject to emotional influ- 
ence, the cardiovascular system plays a most prominent part. In 
our everyday language, expressions like ‘‘heartless,’’ ‘‘chicken- 
hearted,’’ ‘‘heartache,’’ ‘‘light-hearted,’’ and others of similar na- 
ture are constantly in use and are to be considered significant from 
the point of view of body-language. Here again it was Freud who 
called attention to the disturbances of the function of the heart, 
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emphasizing the fact that attacks of palpitation, tachycardia, and 
other disturbances of cardiac function are not always accompanied 
ly recognizable anxiety. This is the reason why they frequently 
are considered purely physical conditions. Yet, thorough psycho- 
somatic approach has revealed that the majority of patients re- 
ferring symptoms to the region of the heart do not have evidence 
of organic heart disease; and, in many of these cases, the psycho- 
venic origin of such disorders could be established. 

The question as to whether long-continued emotional stress may 
linally produce structural changes in the cardiovascular system has 
heen studied (Dunbar, Wolfe, Fahrenkamp, ete.), but as yet has 
not been definitely pronounced upon. It has, however, been proved 
that emotional factors may add a definite burden to the work of the 
heart, thus hastening a cardiac breakdown which otherwise might 
have been postponed for many years in a patient who was not 
neurotie. 

The same facts are true for the gastro-intestinal system; we all 
know about emotionally-eaused gastro-intestinal distress in the 
form of anorexia, nausea, heartburn, indigestion and diarrhea. 
The function of the endocrine system, as well as of general metabo- 
lism, has likewise been found to be in closer correlation to the emo- 
tional life of the individual than used to be supposed; and the cor- 
relation between emotional life and sex functions is well estab- 
lished. 

Relatively less, has so far been generally known about emotional 
influence on the respiratory system. Yet here, too, in our every- 
day language we speak about ‘‘catching our breath,’’ when being 
‘'rightened, about feeling, ‘‘a weight on the chest,’’ or about the 
desire to ‘‘talk things off the chest.’’ 

In the earliest medical writings, including those of Hippocrates, 
one finds that bronchial asthina had special attention. Since then, 
iuany theories have been advanced and then discarded in attempts 
to explain the dyspneic state, characterized by wheezing and pro- 
longation of the expiratory phase of respiration—known to us as 
bronchial asthma and probably due to bronchiolar constriction. Ex- 
perimental medicine and research in physiology have demonstrated 
that bronchial spasm is an important factor in the asthmatic at- 
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tack. Vagus stimulation as a cause has been considered anothe; 
possibility (Andral, Ramadge, Longet, Bergson and others). Some 
authors, as Curshman, Bean and Ungar, suggested that inflam- 
mation of the bronchial mucous membrane was the etiologically 
significant factor, this inflammation resulting in obstruction of the 
air passage thus bringing about the asthma attack. Diaphrag- 
matic spasm was once considered another cause but has been dis. 
carded as such. 

Modern medicine considers that bronchial asthma is caused by 
two groups of factors.. The first group is made up of extrinsic 
factors such as pollens, dusts, fumes, drugs and foods. Sensitivity 
to heat and cold are likewise included in this group. Patients 
whose bronchial asthma is found to be caused by any of these con- 
stituents are benefited by removal of the offending agents, or by 
the use of hyposensitization methods. The second group of fac- 
tors considered to be etiological for bronchial asthma are bac- 
terial allergies and endocrine, nervous, psychogenic or metabolic 
disturbances. In many cases, the two groups seem to have some 
sort of combined action. 

In recent years allergy as the most frequent causative factor in 
bronchial asthma seemed to have gained weight (and it there- 
fore seems advisable to remember here that the term allergy first 
coined by Pirquet in 1906 is best defined as the ‘‘acquired specifi- 
cally altered capacity to react.’’) But long before this knowledge 
about allergic conditions, Salter, in 1882, had already shown keen 
appreciation of the importance of emotional factors in bronchial 
asthma. Further studies have proved that the threshold of 
allergic sensitiveness is dependent upon the emotional state of the 
patient. French, who has thoroughly studied this condition, 
stressed the point that the numerous reports of asthma attacks 
which seem to have been precipitated by acute emotional disturb- 
ances cannot be dismissed as of no significance; or at least the 
close association between emotional disturbance and asthma must 
be granted a high suggestive value. Even the allergists them- 
selves seem to leave the possibility open that allergic and psycho- 
logical factors may stand in a complementary relationship and 
that in some cases exposure to an adequate dose of allergen must 
he supplemented by fatigue or emotional disturbance. According 
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‘9 some authors, emotional disturbance might even determine the 
threshold of sensitivity to the specific allergens. French states 
that in many cases asthma is not a problem of either an allergic or 
a psychological etiology, but of some sort of interaction between 
the two factors. 

As time went on, the question was no longer predominant as to 
whether psychological factors do play a role in the genesis of 
bronchial asthma, ‘he question was rather as to the exact nature 
of the psychological factors significant in the etiology of this 
disease. 

Bronchial asthma, thus, has been subject to extensive studies; 
and the number of publications on the relation of the emotions to 
bronchial asthma is vast. We have learned through these studies 
that the psychological factors involved in the psychosomatic mech- 
anism resulting in attacks of bronchial asthma lie deep in the un- 
conscious, are well disguised, and are revealed only after thorough 
studies of the patients’ psychic mechanisms. Such studies have 
shown that in a large percentage of persons suffering from bron- 
chial asthma, there is a considerable amount of anxiety and that 
‘hese patients are found to be of an over-anxious and insecure per- 
sonality make-up. Parents of these patients are likewise found 
to be over-anxious and insecure—either having wanted the 
child very strongly or having rejected the child practically from 
tle moment of conception, then overcompensating for their un- 
couscious feelings of guilt and their hostility toward the child. 

Sadger pointed out that the asthma attack arises as an outlet 
for sexual excitement that cannot find normal discharge as a result 
of either repression or external circumstances—such as separa- 
tion from the sexual object. 

lt was found to be a common feature in patients suffering from 
bronchial asthma that they would have an asthma attack when ex- 
posed to a situation which might result in estranging them from 
a parental figure, usually the mother, that is, the situation of los- 
ing the mother’s love. As long as the patient is able to ‘‘confess’”’ 
and bring out his unconscious material, there is no asthma attack. 
llowever, when he fails to bring about the confession, an asthma 
attack occurs. Thus, confession is considered a defense-utilizing 
speech, which is a respiratory mechanism. Therefore, asthma at- 
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tacks, replacing this respiratory mechanism, are easily understood, 
Another observation is the fact that there seems to be an intimate 
relationship between asthma and crying and that asthma attacks 
represent some sort of equivalent to a ery of anxiety or rage 
which has been inhibited or repressed. Some asthma patients 
boast of never having been ‘‘afraid’’ or of not having eried for 
many years. 

ledern described a case in which bronchial asthma occurred for 
the first time after the child’s separation from the mother and 
which seemed to be precipitated by the frustration of erotic or am- 
bitious wishes. He compares the asthma attack with the attitude 
of a child who is compelled to seek help by shrieking and wailing. 

Alexander describes the asthmatic patient as suppressing an ex- 
piratory function—that is erying, by which he would express his 
protection-seeking attitude toward the mother. Alexander con- 
siders the suppression of crying as representing the wish not to 
give in to the dependent attachment to the mother. Thus asthma 
attacks express both tendencies: the protest against separation 
and, at the same time, the protest against wanting to re-establish 
a dependent relationship to the mother by erying. As a result of 
this conflict, the asthma attack is said to be brought about. 

Asthma attacks are reported to have been provoked by sudden, 
violent emotion, such as fear, anger, rage, sexual excitement. On 
the other hand a number of incidents have been described in which 
intense emotion and violent activity caused the suppression of 
an asthma attack. The mechanism here, according to some au 
thors, is most probably the mobilization of adrenalin by intense 
emotion; the patient, so to speak, gives himself his own hypoder 
mie. The situations which precipitate attacks of asthma seem to 
be those in which the patient must suppress his emotion or in 
which he finds himself completely helpless to give expression to 
it, suggesting that the asthma attack is precipitated when the re 
spiratory system is subject to contradictory and un-co-ordinated 
innervation, a condition which may result from abrupt inhibition 
of an intense emotion. 

Why the organism should choose bronchial asthma as a special 
mode of expressing mental unrest may depend upon constitution, 
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a pre-existing fear of lung disease, or a pre-existing affection of 
the respiratory tract. Felix Deutsch suggested that many affec- 
tions of the respiratory tract in childhood, coinciding with exces- 
sive emotional dependence upon the mother, formed a combination 
which might result in bronchial asthma. The mothers in his cases 
usually had encouraged considerable dependency. Once this de- 
pendency is broken, the asthma attack ceases, as reported by 
Thomas French, who asserts that there is freedom from asthma 
attacks when the patient has adjusted himself to the separation 
‘rom the mother. This is explained by the relief that such pa- 
tients experience when they have succeeded in making themselves 
temporarily independent of the mother-figure. 


Case History 

The following case is described to show the interplay of the 
various factors in the pathogenesis of bronchial asthma. 

I’. O., a white 32-year-old man, was born in England. His oldest 
‘ister died at the age of 20 of heart disease. Two older sisters 
und one sister five years younger than the patient are alive and 
in good health. All children are described as being strongly at- 
tached to their mother. The father was ‘away from home a great 
deal, working for many years as a seaman. He was also a 
heavy drinker who had little, if any, contact with the family, fre- 
quently coming home drunk. The children would shrink from 
iim: and, in arguments arising between the parents, are said to 
have sided always with the mother. The patient’s early childhood 
is described as uneventful. He was a rather shy boy, always act- 
ing more like a girl than a boy, but mingling normally with the 
neighborhood children. He was subject to frequent chest colds 
and sore throats. The mother, who was particularly fond of this 
hoy, her only son, watched him overanxiously, trying to prevent 
the recurrence of these distressing attacks of colds. Shortly after 
the birth of the youngest child, these colds seemed to come on even 
inore frequently so that she often was required to neglect her 
voungest baby in order to take care of the boy. 

At the age of 14 the patient had an attack of rheumatic fever 
which lasted about seven weeks. Several months later the fainily 
ioved to the United States. At 16, he was still subject to fre- 
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quent colds which kept his mother worried, and it was decided to 
have his tonsils removed. Following his graduation from high 
school at the age of 18, he worked for a while in a speak-easy and 
began to drink heavily; but as soon as he stopped working there, 
he also stopped drinking. He never got a steady job, would catch 
colds easily; the mother would start worrying and that was the 
end of a job. Throughout these years, F. O. showed hardly any 
interest in girls, did not care for dancing or parties. At 20 he 
took a job as a kitchen helper on board a passenger boat, but did 
not get along with his superiors, saying they were rough with him, 
too strict and too ‘‘bossy.”’ 

One day, when in a port in Mexico, he went out with some of the 
men. They drank a lot; and finally he found himself in bed with a 
woman. tle does not remember much about how it all happened. 
All he knows is that he found himself suddenly in a state of panic 
for fear he might contract syphilis. ‘‘It was all very disgusting,”’ 
is how he very reluctantly describes this episode. Without having 
had the slightest erection, he left her and shortly afterward was 
back home again with his mother. He never afterward attempted 
any intimate heterosexual relations and he denies any homosexual 
contact. He then tried to join the army but was rejected because 
of being under-weight. Following this failure, he spent six months 
in a Civilian Conservation Corps camp. Shortly after his return 
home from this camp, he had his first attack of bronchial asthma. 
That day, his father, who had been away for some time, came home 
and announced that he was going to stay home ‘‘for good.’’ That 
night F. O. waked up with a feeling of being choked but does not 
remember any dream in connection with this feeling of choking. 
That was how his first attack of bronchial asthma started. From 
then on he was constantly subject to similar attacks, mostly occur- 
ring at night when he would wake up with the same feeling of 
being choked he had the first time. In all these attacks his mother 
would rush to his bedside without fail, nursing him, bringing his 
medicine, trying to protect him from the threat of being suffo- 
‘ated. He was treated for his asthmatic condition in several city 
hospitals; and allergies for lamb and eggs were established. Al- 
though he tried to observe the prescribed diet in the strictest way, 
the attacks of asthma kept coming on. As he was more subject to 
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attacks during the winter than in summer, he got into the habit of 
staying away from work during the winter months, doing a little 
electrical and radio repair work at home. At times he would be- 
come depressed and on several occasions had said: ‘‘I would rather 
he dead than crippled from asthma.’’ Early in 1939 he became 
irritable, restless and depressed, showed symptoms of confusion, 
and lost weight. It was also noted that he obviously avoided any 
contact with his father. When admitted to a state hospital he de- 
scribed auditory hallucinations, unidentified men’s voices telling 
lim, ‘Kiss me, Kiss me.’’ He was hospitalized about one year and 
was released after it was found that there was no active content 
present and that he was free from hallucinations. 

After his return home, he started again—according to his previ- 
ous pattern—on some job which he would quit during the winter 
when his asthma attacks became more frequent. 

In 1945 he became irritable again, was suspicious, withdrawn, as- 
serted that people were spying on him and that they were talking 
about him. This condition led to his second hospitalization, dur- 
ing which he was placed under the present writer’s care. 

Physical examination on admission revealed slight impairment 
of the percussion note over the left upper lobe. The lung fields 
were found to be full of noisy rales. There was dyspnea, but no 
evidence of eyanosis. The x-ray showed the lung fields to be 
widely dilated, the ribs widely separated. All the rest of the physi- 
cal examination was negative. F. O. received 20 electric shock 
treatments and at the end of the course of treatment was found to 
be free from any persecutory trends. There were no ideas of ref- 
erence present, and the auditory hallucinations had disappeared 
again, 

When the patient was admitted to the hospital, the attacks of 
bronchial asthma were rather frequent, probably due to separa- 
tion from his mother. Toward the middle of the course of electric 
shock therapy, the attacks stopped. Following the first few elee- 
trie shock treatments the patient was already found to be mentally 
clearer. Gradually he became more accessible to a psychothera- 
peutic approach, in the course of which some valuable information 
about his personal life, as well as about some of his dream content, 
was revealed. It is to be mentioned here that good physician- 
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patient relationship had been established in a relatively short 
time; and the physician seemed to replace the mother. The asthma 
attacks continued up to the time when, during more frequent psy- 
chotherapeutic sessions, the patient was reassured and started 
to feel himself again under the craved-for mother-protection. How- 
ever, shortly after his last treatment, there was again a series of 
asthina attacks. It is noteworthy here that the patient felt de- 
prived of his physician’s mother-protection. In a letter to his 
mother, written at this particular time, he complained. ‘‘ You see 
mother, the doctor used to give me some sort of serum injections 
against iny asthma. [The patient had received a sedative prior 
to each shock treatment to control the hyperactivity following the 
seizure.| J am sure I would not have those terrible asthma at- 
tacks again, if she had not stopped those injections. Please, mother, 
-all the doctor right away and explain things to her or, better come 
over directly and talk to the doctor.’’ 

When reviewing the given case history as well as the materia! 
revealed by the patient during a number of sessions, it is to be 
noted that we are dealing here with a man whose mother was over- 
solicitous and overprotective toward her favorite child, her only 
son, who in his turn accepted this overprotection eagerly, was in 
fact seeking her protection and love, thereby developing a marked 
mother-identification and mother-fixation. Because he was close 
to his mother he felt rejected by his father, and, as he himself re- 
marked, kept away from his father, at times hardly even talking 
to him. When his father decided to stay home with the family, the 
conflict came to a climax in F. O.’s first attack of bronchial asthma. 

There is also a certain fear of active masculine attitudes, be- 
cause of fear of—thereby causing separation from—his mother. 
As in asthma cases described by other authors, this patient, too, 
showed great difficulty in heterosexual adjustment and was unable 
to make the decisive step of marrying which would mean a radica! 
move toward separation from his mother. We have learned about 
one attempt at heterosexual relations while he was away from 
home in Mexico—which was unsuccessful and which ended in some 
sort of panic. Later, for a short while, it seemed that his mother 
was going to be replaced by a girl whom F. O. says he was inter- 
ested in for atime. The fact that this girl was a nurse indicates 
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iat he had attempted to replace his mother by another woman who 
offered the looked-for protection. But, apparently in the growing 
conflict, the asthma attacks became more frequent again and the 
relation, Which had never become sexually intimate, broke off. 

The organ this patient used for organ-language was the respira- 
tory tract, the organ which in the early days of his life had brought 
to him his mother’s protection and attention without fail, even at 
‘he time when there was the threat of her care being centered 
around a newly-born baby. At that time more frequently-occur- 
ring chest colds were already able to re-establish the close mother- 
son contact. 

\Ve have learned that a definite allergy for lamb and eggs was 
stablished, but, as noted before, allergic sensitiveness met be 
‘considered a specific factor co-existing with an emotional conflict 
situation. Possibly this allergic sensitiveness may be inherited or 
nay develop independently from the emotional factor. It is also 
considered possible that some unknown relationship exists between 
allergie sensitiveness and the emotional structure of the patient. 
Some of the emotional material revealed by the patient seems to be 
significant in regard to the emotional conflict situation. But be- 
‘ore evaluating the material it seems advisable to outline a few 
established facts. 

‘reud has drawn our attention to the fact that man has a sym- 
vol-making mind. We feel and see resemblances in words, we hear 
tem and play with them. The art of communication makes prim- 
itive man a sign-maker. His urge to explain makes him a believer 
in signs, he is a symbolist. According to Freud the dream resorts 
‘io symbols in order to disguise socially-inhibited purposes. As 
dreams oecur because of common motives and take on common 
orms, symbolism becomes a language, a dialect of the imagina- 
tion, so to speak. Freud further states that the dreamer has at 
iis command a symbolic mode of expression of which he con- 
‘clously knows nothing and which he does not even recognize in 
iis waking life. We can say that the dreamer’s knowledge of sym- 
holism is uneonseious and belongs to his uneonscious mental life. 

l‘ranz Alexander, in his studies on bronchial asthma, is im- 
pressed by the frequency of dreams in which a tendency to seek 
shelter from the mother or a mother substitute has been clearly 
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expressed in uterine fantasies, such as dreamers entering a dark 
cave, a tunnel having an atmosphere of comfort. 

With this in mind, one of the dreams related by the patient 
seems to be significant: ‘‘] was dreaming that I was getting ready 
to go out to work. I was standing in the kitchen waiting for my 
breakfast. It was a very cold morning. I was trying to warm my 
hands by holding them over the gas range, but I continued to 
shiver. Suddenly I had the idea to open the door of the oven, and 
when | opened it I felt the warmth and was wondering why my 
mother might have turned on the heat in the oven. I thought, 
‘Maybe she wants to do some baking.’ I bent down until my el- 
bows met my knees and I moved closer to the oven thinking: ‘If | 
could only get inside the oven, this would make me feel more com- 
fortable and I would stop shivering from cold.’ And while I was 
thinking I noticed that I was shrinking in size and I was actually 
getting into the stove. But suddenly my father walked into the 
kitchen and yelled at me, and at that I woke up with a sensation o/ 
being deprived of air, and | had another attack of asthma.”’ 

The symbolism in this dream seems to be clear. Considering 
that the stove is a well-known symbol for the uterus, this dream 
seems to represent a type in which a strong dependent shelter- 
seeking attitude toward the mother comes into expression. The 
father is clearly interfering; and, as a sort of equivalent of the 
repressed cry of rage or anxiety, the asthma attack appears to be 
precipitated. 

In summarizing it can be said that bronchial asthma in many 
cases is caused by some sort of interaction of allergic and emo- 
tional factors. In the case history given here, an allergy for cer- 
tain foods has been established. The patient who, since his early 
childhood, was subject to frequent chest colds has chosen the re- 
spiratory tract for his organ-language. He developed a strong 
craving for mother-protection and in his mother-fixation finds his 
father interfering. In the emerging Oedipus conflict and in in- 
teraction with the existing allergic condition, the asthma attack is 
precipitated. 


Pilgrim State Hospital 
West Brentwood, N. Y. 








ELSE B. KRIS, M. D. 269 


BIBLIOGRAPHY 
\lexander, F.: Psychoanalysis of the Total Personality. Nervous and Mental Disease 
Publishing Co. 1930. 
\lexander, F.: Psychoan. Quart., 3:501, 1934 and 36, 11, 1936. 
\lexander, F.: Psychosomatic Medicine Monograph IV. 1941. 
Deutsch, F.: Int. J. Psychoan., 20:1, 1939. 
Dunbar, F.; Emotions and bodily disease. N. Y. 8S. J. Med., 1936. 
French, T.: Psychogenie factors in asthma. Am. J. Psychiat., 96:1, 1939. 
Freud, S.: The Problem of Anxiety. W. Norton & Co. New York. 1936, 
McDermott and Cobb: Psychosom. Med., 1:203, 1939. 


Weiss and English: Psychosomatic Medicine. Saunders. 1943. 








PRACTICAL METHODS OF GROUP PSYCHOTHERAPY 


BY J. ROBERT JACOBSON, M. D. 


Techniques for the administration of group psychotherapy 
along non-verbal lines were presented in an article published by 
the writer in collaboration with Dr. Kathryn W. Wright in Tue 
PsycHiatric QuARTERLY, October 1942. The separate letters of 
the alphabet were utilized in the performance of discrete voli- 
tional acts, which made possible a dynamic psychodrama, bringing 
out the underlying behavioral deviations of the patient and mak- 
ing reconditioning therapy practical in the presence of the group. 
The group added dynamic values to the therapy, since the patient 
was constantly performing before an audience. The therapist 
acted as a guide and support, or became somewhat stimulating and 
provocative, or remained relatively neutral in his attitude, depend- 
ing upon the emotional values inherent in the situation. 

More recently the writer has combined the non-verbal techniques 
with biographical material which served as the basis for discus- 
sions as to the pathogeneses of the mental illnesses of a group of 
eight to 10 patients who were considered suitable for this more 
intensive therapy. It was emphasized that we are all interested in 
the transition of the normal individual to a state of illness. The 
patient is taken into the doctor’s confidence and accepted as a col- 
league who shares the interpretations of what events mean as sig- 
nificant, emotionally-charged experiences. The patient is invited 
to agree or disagree; and the growths and developments of the 
various patients are compared in their relations to their varying 
degrees and types of illness. 

For example, a 16-year-old girl of Roman Catholic upbringing 
developed acute catatonic excitement shortly after an appendec- 
tomy. She spoke of herself as having an immaculate conception. 
She hallucinated actively, rejecting or accepting various proposals 
of marriage. At times she expressed her determination to become 
anun. These events were interpreted as indicating the problem 
of an adolescent in assimilating and integrating her sexual drives. 
We discussed the effects of her Catholic background, her infantile 
attitude toward sex and her inability to accept it on an adult level. 
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it may be pointed out that, although these interpretations may 
seem obvious and superficial to the reader, they represented diffi- 
cult problems of understanding and orientation to the patients. 

In therapy, the experience of this girl was compared to that of 
another member of the class who at the age of 35 developed an 
acute panie-reaction with fleeting hallucinatory phenomena and 
thereafter for a period of about a year presented states of tension 
and anxiety with compulsive suicidal drives, alternating with pe- 
riods of one to two weeks during which she was relatively normal. 
‘his patient had a rigid Roman Catholic upbringing, and no he- 
terosexual experiences and had vigorously and violently resisted 
all sexual advances. Curiously enough, she stayed with a couple 
who were living in a common-law relationship; and she was re- 
peatedly involved in situations where her virtue was unsuccess- 
fully assaulted. She had developed a sadistic pleasure in the vio- 
lence with which she resisted such advances, and told with intense 
satisfaction of breaking four ribs of one ardent admirer. 

lt was pointed out in the group discussion that the problem cf 
sexual adjustment is universal; and, since it is so difficult a prob- 
lem, the person who fails to make an adequate social adjustment 
will inevitably fail in the sexual sphere. The sexual maladjust- 
iment is not the cause of the mental illness but is the expression of 
the patient’s failure to integrate sexual experience in his total life 
adjustment. This patient’s understanding of her Catholic pre- 
cepts was too rigid, too unbending and too devastating in its reper- 
cussions on herself. She did not allow herself any leeway. She 
did not permit herself to compromise with her ideals, and did not 
admit into consciousness the normal awareness of sexual inclina- 
tions, ideas and impulses. She fought their presence in herself as 
vigorously as she broke the four ribs of her admirer. The panic- 
reactions and suicidal impulses represented her fear of her own 
normal sexual drives, with an unmerciful condemnation of herself. 
She did not allow herself a latitude which other people accept as 
normal. It was not the Catholic religion which made her sick, but 
ler own uncompromising, distorted personalization of that re- 
ligion. 

Discussions of this sort are illuminating and a source of profit 
to attendants, nurses, patients and the doctor. There is at all times 
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the emphasis that the exploration of the patient’s past experi- 
ences involves forees present in everyone. The goal of self-im- 
provement is common to everyone present. There must never be 
a hint of snobbishness or superiority. The patients must feel that 
the primary purpose of the sessions is to give them the help they 
need to get well. 

The non-verbal techniques are employed in these small groups 
as an additional approach to the problem of mental illness. These 
are a sharp and necessary contrast to the biographical approach, 
since they emphasize that all past experience is telescoped into the 
present moment of doing—in terms of the affective acecmpaninent 
of each volitional act. Various writers have emphas.* d the ne- 
cessity for high-lighting the present problem, the prevent situa 
tion, the imimediate experience, viz., Meyer, Myerson, and Rank. 
As a patient prepares to write a simple letter of the alphalct, it 
is pointed out to him that as part of this simple act there -< pres- 
ent a feeling-component which is not only associated with some 
idea or problem now present, but also includes identical icelings 
as they were associated with all the patient’s experiences in thie 
past. Can the patient gain some understanding of himself, not only 
from an understandin:; of his biographical development, but also 
by changing his relationship to the feelings he experiences today! 
The non-verbal techniques highlight behavioral adjustments, their 
affective accompaniments aid the insights involved. 

Five years ago, the writer became associated with a pregram of 
group psychotherapy in the elementary schools of Honolulu and 
employed modifications of the same non-verbal techniques which 
were employed with the mentally ill. An article on ‘‘Group Psy- 
chotherapy in the Elementary Schools’’ was published in ‘Vie 
PsycuiatTric QuarRTERLY, January 1945. It was only natural as a 
result, that in further work with psychoties at the Territor:l Hos- 
pital, Kaneohe, Oahu, T. H., the non-verbal techniques or:ginally 
described were modified to include a reading class. Such a class 
does not differ superficially from an ordinary reading ecluss in an 
elementary grade. A simple book is issued to the 40 to 60 patients 
who are present; and each one is asked to read a sentence or two. 
The doctor reads at any time he chooses and then calls upon some- 
one else. 
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The reading situation is not so intensely dynamic for the indi- 
vidual patient as are the non-verbal techniques. In the reading 
class, the individual is not so much on the ‘‘spot.’’ The problem 
of adjustment is not so severe. The interpersonal relationships 
are not so complicated. The patient is responsible for knowing the 
place and for reading his lines. He may not be called upon more 
than three or four times in a one-hour period. The time of indi- 
vidual performance is limited to a minute or two, whereas in the 
non-verbal ABC set-up a single patient might have 10 to 15 min- 
utes of performance time and individual guidance. In the reading 
situation, it is easier to check on the attention of the class, since 
it is possible to cover all the members of the group and each pa- 
tient’s quality of attention is readily observed when he either 
knows or does not know the place. 

It is possible to observe and successfully check on the behavior 
of a larger number of patients in the reading situation. All levels 
of integration can be included. The better patients become the as- 
sistants of the doctor and take over the leadership of the group at 
various times. The better patients can be seated next to indiffer- 
ent ones and can take over some of the responsibility of supervi- 
sion. As one observes these patients week after week in this sim- 
ple co-operative activity, one becomes acquainted with them as 
me cannot in an interview. The doctor has an example of the pa- 
tient’s group-responses which he can compare with the ward- 
behavior report of the attendants and nurses. 

It has been possible to make contact with approximately 100 pa- 
tients weekly in two one-hour periods a week. This represents a 
practical psychotherapeutic effort adapted to the needs of insti- 
tutional psychiatrie practice. It requires patience and interest on 
the part of the psychiatrist. It is a somewhat different role from 
the doctor-patient relationship of the interview. The psychiatrist 
becomes the teacher of the class. Actually, however, all psycho 
therapy is teaching. The doctor aims to present improved under- 
standings and insights to the neurotic or psychotic. The patient 
has the problem of learning to understand his own problems, his 
own pattern of emotional response, the errors in adjustment which 
have become part of his warped response to difficult environmen- 
tal stresses and strains. He has difficulty in viewing his own prob- 
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lems objectively; and, only with difficulty, under patient teaching 
and guidance, can he learn to re-orient himself and learn new ways 
which make possible a more successful adjustment in interpersonal! 
relationships. Certainly, psychotherapy is fundamentally teach- 
ing and learning. The subject matter differs from the academic 
skills of the three R’s; but, basically, the problem of learning and 
instruction remains the same. 

The psychiatrist, in his role as teacher, is not all-concerned with 
the reading skills involved. He is primarily concerned with the 
behavioral adjustment of the patient. The patient’s degrees of at- 
tention, concentration and interest, his attitude, his willingness to 
co-operate and be part of the group activity, are all important. 
The reading class involves non-verbal as well as verbal activities. 
The behavior of the patient is non-verbal and includes the way hie 
sits in his chair, the way he holds his head, the way in which his 
eyes follow the page and the way he responds to whatever discus- 
sions arise in the group concerning behavior observed in the class. 
The comments on the various types of behavior which present 
themselves are similar to the comments which are made in thie 
non-verbal ABC set-up. 

One frequently encounters the patient who, as a result of shock 
treatment, reaches superficial normality. For example, a woman 
with an involutional depression, after eight to 10 electric con- 
vulsive treatments, appears cheerful, energetic, works steadily 
in the kitchen, has rather good insight, realizing that she was il! 
and that she is now much better, and is sure that she will not worry 
and will get along all right. Yet two weeks later, just when she is 
about to be brought up for release from the hospital, she again be- 
comes depressed. 

This borderline type of remission, where the patient is not sta- 
bilized but quickly relapses into the psychotic state, is not uncom- 
mon following shock treatment. The problem of re-stabilizing 
the patient is one for psychotherapeutic follow-up; and the group 
psychotherapeutic situation lends itself very well to this type of 
follow-up and supportive therapy. In the group situation, the re 
sponsibility for making the transition from this superficially nor- 
mal state to a stabilized normal state is placed upon the patient. 
It is apparent that the patient is normal except for her inability 
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to maintain emotional equilibrium. If a train of anxiety-ideas ap- 
pears—of the type which brought about the original depression— 
the patient has no resistance to the development of a psychotic 
emotional pattern. She does not have the capacity for control, for 
-el{-control, for control of the emotional tensions. This ability 
to funetion mentally was present before she became sick, and it 
kept her well. It is now absent; and, for this reason, she con- 
tinues to revert to the type of depression which existed before 
shock treatment. Gradually, however, the patient begins to talk 
and think about these facts; and a conscious formulation is built 
up of a process which must come unconsciously if the patient is to 
vet well. The failure of the patient to stabilize is presented to the 
croup as a form of mental illness. It is stressed that mental ill- 
ness is not the addition of new mental phenomena, but rather the 
loss of self-controlling, self-restraining, self-directing forces, which 
formerly kept the patient well and which will again keep the pa- 
tient well when those mental forces return. The process of rein- 
tegration of the patient involves the process of regaining a rela- 
tionship to the emotional tensions and reactions which were lost 
when the patient became ill. Mental illness is a reduction of the 
patient to a more nearly automatic state where emotional tensions 
achieve release without adequate direction. Social intelligence is 
lost. Critieal judgment loses its relation to affect. 

The constant reiteration of these ideas, week after week, begins 
to penetrate the consciousness of the patients; and they begin to 
think along the lines described. Certainly, the better patients be- 
vin such thinking; and the poorer patients inevitably profit by as- 
sociation with other patients who have an interest in co-operating, 
attending and concentrating, although they may be unable to build 
up a very significant conscious formulation to correspond to the 
croup contacts they are making. 

\ number of manic patients repeatedly approached ‘‘normal’’ 
vels and relapsed into their manic states after rest periods of 
several weeks from shock treatment. Several shock treatments 
would immediately bring about states of remission, without, how- 
ever, ineluding the stabilization of truly normal recovery states. 
As one becomes acquainted with the individual patient, it is not 
diffenlt to determine the presence or absence of the internal sta- 


le 








276 PRACTICAL METHODS OF GROUP PSYCHOTHERAPY 


bilization-factor without which the patient cannot be well. One 
manic, although superficially quite normal in speech and behavior, 
shows, upon more acute observation, a slight widening of the pal- 
pebral fissures, a manneristie blinking of the lids and a slight pro- 
trusion of the eyeballs. Under stimulation, there is a too-ready 
laugh which gains momentum—along with a slight pressure of 
speech. As one observes this patient on the ward and in group- 
activity, comment is made about the problem of recovering that 
internal stabilizing factor which maintains normal equilibriun. 
Insight into this problem is fundamental and has not been sufli- 
ciently stressed in psychiatric cireles. It is really amazing what 
utter lack of insight the manic has into the initial phases of his 
manic excitement, and even into rather marked phases of that ex- 
citement. The development of insight by the patient, an ability to 
become sensitized to the need for compensatory stabilization as 
the initial phases of excitement begin, is one of the major objec- 
tives of the group psychotherapeutie effort. 

The most important mechanism by which the normal individual 
evidences this internal stabilizing factor is shown in the way he 
applies himself to a given task. Adequate qualities of attention, 
concentration, and interest are impossible without the presence of 
adequate restraint of affect. In the course of the reading situa- 
tion, various disturbances of affect will appear which impair the 
power of concentration, interest and attention. Various members 
of the group may become bored, sleepy and tired, and may develop 
resentment, resistance and unwillingness to continue in a co-oper- 
ative effort. The development of a more wholesome attitude in the 
presence of disturbing affect is a primary goal of the group psy- 
chotherapy activity. There are certain fundamental concepts which 
serve as the basis for this group psychotherapeutie approach. The 
emphasis is laid, not upon the unconscious, but rather upon the 
conscious, deliberate, mental phenomena: 

‘“The conscious here and now must solve its problems as of to- 
day. We cannot grope into the dim mist of vesterday and hope to 
resurrect new life, new hope from the discouragements, frustra- 
tions and hopelessness of the dim past. Hope lies in today and 
tomorrow, here and now. The problem of today is our challenge. 
An immediate problem, one which we can encounter face to face. 
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. That immediate disappointment . . . how shall I meet it? 
\\hat substitute expression of that bottled-up energy can | en- 
compass? This present mood of depression is associated with that 
immediate frustration. . . . How can | battle it? How can | mel- 
low the sting of the disappointment? Where can | find a substi- 
tute gratification ? 

‘| must cling to the little things that remain before me. I can 
take a walk, look at the sky, or write or type. I can play the piano, 
seeking some creative lift. I can work. I can meet the next per- 
son, seeking a new approach to those about me. I can walk, can 
talk, can think, can write, can whistle, can look, can live. I have 
the power of expression of all the life that is in me. I can be tied 
to that bit of energy of the want which was denied or I can be tied 
to all the rest of my energy, wherein lies freedom of expression. 
i can be as small as the unit of frustration, or I can be as large as 
life itself and bury the frustration in a wealth of total expression 
of which it forms only a small part. The answer to frustration 
lies in an expansion of living, a growth of the self, an enrichment 
of self-expression. 

‘*There must be a creative urge within me. A creative urge to 
he united within myself with all the forces for constructive, satis- 
‘ving living. I must seek a union with yesterday, today and to- 
morrow in one continuous flow of energy of the past, present and 
‘uture—constantly expressed in the direction of greater satisfac- 
tion within, and greater usefulness to those about me. Adequate 
self-expression is the answer to frustration; it makes possible suc- 
cessful sublimation and a continuous, constructive flow of energy. 

‘*But to maintain this viewpoint successfully, I must develop a 
satisfaction in the little things of life. The act of sitting is of im- 
portance, as is the act of standing or the act of walking. The 
way I open a door, the way I write a letter, the way I greet an ac- 
uaintanee, are important. The way I devote my efforts to the 
simple tasks which confront me is of major significance.”’ 

rom this standpoint, the simple task assigned in the group 
psychotherapy class assumes a major emotional value. Each of 
the patients is expected to give his maximum attention, interest 
and concentration to the few sentences assigned to him for reading 
aloud. He is responsible for the keeping of his place in the group- 
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reading situation. These tasks require of him an attitude of eo- 
operation which challenges his normal potentialities. Mental jlj- 
ness may be regarded as a failure in the resources of the individua] 
to achieve emotional gratification in the spheres of living available 
to him when he is thwarted sexually or socially in his interpersona! 
relationships. The potentialities of the mental patient for meet- 
ing frustration and disappointment have been limited. He did not 
grow to meet the challenge, but became rigid and withdrew, or de- 
veloped a hostile, belligerent attitude which gradually absorbed all 
his energies in a futile, frozen, stereotyped pattern of expression. 
Ilis capacity for reflective, mobile adjustment, attuned to the prob- 
lems confronting him, became increasingly diminished; and a rigid 
pattern of stereotyped, reflex-response became the keynote of his 
living. In the group class, we again place him in a situation where 
he must face a problem of immediate adjustment, but one on a rela- 
tively simple basis. 

Iie may evidence his hostility by not knowing the place for read- 
ing. Inattentiveness is one of the prominent evidences of schizo- 
phrenic indifference. Behind this fagade of passive indifference, 
may be active hostility toward society. 

A major problem of group psychotherapy is to change this atti- 
tude of indifference, this schizophrenic defense-inechanisin against 
social participation, this defeatist attitude toward life, by empha- 
sizing the value of interest, attention and concentration in a simple 
activity. Perhaps the most important credo behind normal living 
is to have faith in the simple activities of everyday life. One goes 
on steadfastly with his routine of living in spite of frustrations of 
one kind or another. One sticks to the task which makes him eco 
nomically self-sufficient and the extent to which he is identified 
with that routine as an unchangeable pattern which must be con- 
tinued at all costs is the extent to which he resists any tendenc) 
toward mental illness. When frustrations, complexes, emotionally- 
charged situations, endanger that normal pattern by creating 
values which make the simple acts of everyday life lose their emo- 
tional tone, mental stability is endangered. 

The depressed patient may cry. When he does, we emphasize 
depression as a fundamental problem in living. Every normal in- 
dividual must contend with depressive tendencies. Depressive 
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moods recur in the normal individual; at times they are intense, 
at times mild. The only difference between the normal person 
and the sick patient lies in the ability of the normal person to keep 
the depressive mood within reasonable limits, to continue the nor- 
imal pattern of social routine, to continue to apply himself success- 
fully to his job in spite of a depressive mood and associated de- 
pressive ideas—which, if intensified, would seriously endanger the 
whole pattern of normal adjustment. The relation of a person to 
all his moods is a major function of the normal ‘‘self.’’ The major 
‘unction of consciousness is to be aware of a feeling and maintain 
some control over it. This very real ability exists and represents 
the greatest difference between the normal and the abnormal. 

\Vhy do some people resist the loss of this stabilizing factor in 
the mental make-up? Why do they, in the presence of traumatiz- 
ing circumstances, develop philosophies which enable them to 
iiaintain their emotional equilibriums, keep mood reactions within 
limits and prevent the serious break-up of normal patterns of liv- 
ing? What are the mechanisms by which the normal capacity for 
interest, attention and concentration continues to operate—unim- 
»eded—toward solving problems of adjustment which face us in 
everyday living? What are the mechanisms which accomplish this 
in spite of the infantile fixations, buried complexes, frustrations 
and disappointments which are the inevitable accompaniments of 
heing alive? 

In the group class, we explore the possibility of awakening the 
patient to an interest in participating again in the group struggle. 
\Ve attempt to ease his entry into the social problems of co-opera- 
tion by enlisting the assistance of the better patient for the poorer 
and by developing a feeling of pride in belonging to a select group 
of patients with a common interest in self-improvement. We aim 

‘break down the barrier between normal and abnormal by finding 
‘common level upon which the patient, the attendant, the nurse 
and the doetor ean work together. 

As one observes these patients, week after week, in a group rela- 
‘ionship, one gets an understanding, which is impossible in the psy- 
chiatrie interview, of their reactions to other human beings. We 
observe a patient, who is asked to conduct the class, actually turn 
lis back upon the patient he calls upon, acting out a real panic in 
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the presence of other people, a real fear in a setting of interper- 
sonal relationships. How can we possibly deal with this pathologi- 
cal sensitivity except by reconditioning him and desensitizing hin 
in the group activity itself? 

Poets and prose writers have glorified the simple scene, the sim- 
ple meal, the unpretentious surroundings in which one may live. 
They have glorified the sky, the wind, the air we breathe, the carol- 
ing of the birds and the glistening water. Sculptors have glorified 
three-dimensional form in space, and painters have given new 
meaning to the simplest values of everyday living. There is a 
fundamental truth behind these artistic orientations to simple, 
everyday activities and values. The energies of frustrations, dis- 
appointments, depression, anxiety and hostility are welded into an 
appreciation of a simple everyday experience, which is free for 
every one to enjoy if he has the gift of appreciation. That gift of 
appreciation is one attribute which is lost in mental illness. 
The schizophrenic keeps his head down and not up. He does not 
enjoy play, either alone or with others. He loses his appetite for 
living, although he may retain and magnify a gluttony for food. In 
his efforts to eseape social contacts, he loses all contacts and be- 
comes frozen in his shell of withdrawal. 

In the group reading class we use a simple activity which recalls 
the normal experiences of youth. It is rather similar to a reading 
activity of the elementary grade. That was a time of relative nor- 
mality, although, even at that time, evidences of future schizo- 
phrenia may have been observable. Reading aloud takes the pa- 
tient back in time to the values existing in early school days. The 
situation is simple, one he can easily manage academically ; but he 
nay require some support, some praise and appreciation for read- 
ing, for keeping the place and showing an attitude of co-operation. 
It is necessary to stress his attitude and not the reading activity. 
We are interested in him, not in the words he reads. As his inter- 
est increases in the reading activity, the meanings of the words be- 
come dramatically evident. When there is only perfunctory atten- 
tion without much interest, the words lose their meanings and be- 
come empty verbal sounds. 

There are various ways of increasing the interest of the 
group. One does not do it by trying to make the content of the 
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reading interesting. Primarily, one challenges each individual to 
‘‘give more’’ when he reads, to ‘‘give more’’ when the other fel- 
low is reading. The whole situation is continually interpreted as 
a challenge to the normal functions of attention, concentration and 
interest. Hach patient has the opportunity to explore his normal 
potentialities in the group situation. How much can he give to 
this simple activity? If he begins to lose interest, he must not 
blame the activity. The fault lies in a weakening of his own ability 
to apply himself to a given task. As he begins to lose interest, a 
mood of depression may appear, with depressive ideas arising 
from past experience; or a worried feeling may appear, with worry 
about the past or the future; or a feeling of resentment may ap- 
pear Which prevents him from applying himself fully to the ac- 
tivity. his represents a challenge for the patient, as well as for 
the doctor and the rest of the group. Nothing is more contagious 
than lack of interest. The therapist is very sensitive to any indi- 
vidual who begins to lose interest in the given task. It is not only 
the patient’s own lack of interest which is important, but the ef- 
‘ect upon other members of the class who, likewise, are having dif- 
liculty in maintaining their maximum levels of attention and con- 
centration. A number of the better patients become a bulwark of 
strength in holding up the general level of interest so that poorer 
patients, with schizophrenic indifference, moderate resistiveness 
and un-co-operativeness, can be included without too much strain 
upon the general group effort. 

Mental activity may be divided into two distinctive aspects. On 
the one hand, we have our imaginings, planning, intending, remem- 
bering, images of one kind or another; and on the other hand, we 
engage in writing, talking, walking, jumping, running, moving fur- 
niture, or driving acar. The one set of activities is entirely within 
ourselves and not observable by others. The other set of activities 
is shared with those about us, since others can observe these ac- 
tions more readily than we can. But we can observe our own ac- 
tions. We ean observe the raising of our own hands, the act of 
Writing, walking or talking. We do have an ability to seemingly- 
identify ourselves with other individuals and observe our own ac- 
tions in much the same manner in which we observe the actions of 
others. This part of our mental activity may be described as group 
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intelligence, social intelligence, the ability to appreciate social 
judgments, what others see in our own actions. This is called ob- 
jective intelligence, reality-testing intelligence and is the most im- 
portant form of reflective thinking which influences social adjust- 
ment. It is quite apparent that this form of reflective, social in- 
telligence is markedly impaired in the mentally-ill person, 

In the group class, our ability to see ourselves objectively is con- 
stantly emphasized. ‘That ability is the most important quality of 
thinking if we are to aim at self-improvement. Our goal must ob- 
viously include the approval of others, and we cannot secure that 
approval unless we behave in a manner which will merit that ap- 
proval. Our own opinion of our own actions does not assist us in 
improving our behavior unless it includes the same values whic) 
other individuals employ when judging us. We must learn the cri- 
teria by which other people judge us and employ those same cri- 
teria when judging ourselves. For example, a patient with para- 
noid dementia precox continues to reiterate that she tells only the 
truth, that she never lies, that others lie, and that she never said 
or did the things which are related in the social service report. Yet 
when asked if she would agree that these things did happen, if 
her husband stated that these events took place, she first says he 
would never say those things and then says that even if he did they 
are not true, so that no evidence could possibly influence her. We 
then point out in the class that we accept the fact that this patient 
cannot be influenced to change her mind. It does not matter whether 
she is right or wrong. It is important that she should include the 
possibility of being wrong, of changing her mind, of including the 
possibility that others are right. Our most important ability 1s 
that of changing our minds, admitting we are wrong. There is no 
wrong in making a mistake as long as we can correct it, but when 
we lose the ability to correct an error—and this is the case when 
we cannot adinit the possibility of error—then we are sick indeed. 
If we are to improve, we must change ourselves. We cannot pos- 
sibly change the world and its standards. We can only grow to 
meet those standards. 

Our class is a class in personality study. Every patient in that 
class is interested in improving his behavior so as to secure the 
approval of the attendant, the nurse and the doctor. When he 
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merits that approval, he will have earned the approval of his 
mother, father, sister, brother, wife or husband and will be ready 
to graduate into the community. The mental hospital is really a 
university of human nature in which the patients must become stu- 
dents in the field in which they have thus far been unsuccessful. 
\Ve are there to help them become wiser in dealing with themselves, 
their problems, and their fellowmen. We are not there primarily 
to talk about their failure in the past. We are more concerned with 
success today. The reading activity is a symbol of today’s activ- 
ity, today’s effort, today’s relationships with the other members of 
the class and with the hospital personnel present. Patients dem- 
onstrate their ability to behave normally today in their quality 
of attention, concentration and interest. The reading activity be- 
comes all important as a means of focusing their energy on some- 
thing which they ean do. We do not care how good the reading is, 
hut we do care how hard the patients try, how well they co-operate, 
how good are their intentions, how much they give, and how well 
they respond to the help we give. 

It is quite apparent that the problem of maintaining interest and 
adequate attention and concentration will be as great a challenge 
to the doetor, the nurse and the attendants as to the patients. The 
doctor has his own moods, his own limitations, and he brings them 
to the class. He cannot possibly lift up the morale of the patients 
in that class without first dealing with his own attitude and mood. 
The problems of inattention, lackadaisical effort and resistiveness 
have a dampening effect upon his own interest which he must com- 
bat successfully if he is to serve as an effective therapist in the 
sroup situation. 

The functional psychosis may be looked upon as the patient’s re- 
sponse to group pressure. He has become indifferent and with- 
drawn; or depressed and defeated, anxious and apprehensive; or 
aggressive, embattled and paranoid. He is no longer responding 
to specifie problems and complexes, but is reacting to society as a 
whole as a vague over-all source of his difficulties. He is solving 
lis problems by withdrawing from them and from the social set- 
ting in which they arose. The group class enables us to observe 
the patient in the group setting, to give him support in that setting, 
to individualize the pressure of the group, to cushion its severity, 








284 PRACTICAL METHODS OF GROUP PSYCHOTHERAPY 


to disturb the patient’s leveling on the asocial level of the schizo- 
phrenic and to present to him constantly a goal of socialization 
which he can accept. 

The problem of resocializing the psychotic patient requires the 
group as part of the setting. The individual interview presents a 
social relationship consisting only of the doctor and the patient and 
does not include the more complicated problems of interpersonal 
relationship existing in a group. The group situation emphasizes 
the social forces in adjustment. It aims at the re-synthesis of group 
standards of performance, at awakening more effective motiva- 
tions, and at arousing interest in self-improvement. It employs a 
simple situation where the achievement is not threatened by ex- 
cessive complexity. The competitive aspect of the reading situa- 
tion as far as reading is concerned is minimized. We do not care 
how well or how poorly the patient reads. No matter how poor is 
our technical ability, we can all be expected to do the best we can 
with the intellectual powers with which we are endowed. Attitude 
can be modified. Intelligence cannot. 

Today there is great stress laid in psychiatry upon the bio- 
graphical development of the individual with special stress upon 
the infantile and early childhood fixations. We think of profound 
psychotherapy based upon the hidden unconscious factors, not in 
the foreconsciousness of the patient. I should like to stress an en- 
tirely different viewpoint. It seems to me that embodied in the 
present are all the residuals of the experience of the past. [Every 
mood of depression which I experience includes not only depres- 
sive ideas related to my immediate experiences, but includes all the 
experiences of the past which have had depressive, affective con- 
tent. | cannot possibly modify that depressive content by re-explor- 
ing all the experiences of the past, but I can modify my attitude 
toward the present depressive content and in so doing, modify that 
part of the depressive content which is a pattern-resultant of all 
Iny past experiences. 

In the group class, this viewpoint is stressed. The patient comes 
to the class with varying moods. He may be depressed, anxious, 
fearful, or resentful and antagonistic. The class offers him the op- 
portunity of resisting the pull of the mood which would interfere 
with a good attitude in the class today. We are there to help him 








J. ROBERT JACOBSON, M. D. 285 


develop an attitude of co-operation, with adequate interest, atten- 
tion and concentration in the reading situation. In the presence 
of the disturbing mood he may not regard the reading situation as 
important. We are there to emphasize its importance in helping 
him to develop a healthy attitude toward a job in the face of a dis- 
turbing mood. A simple task in the present is of the utmost sig- 
nificance as a test situation since the ability to re-establish atten- 
tion, interest and concentration profoundly modifies the disturbing 
mood, 

We glibly use the words attention, interest and concentration, 
hut we do not sufficiently realize the implications of these words as 
descriptive of very significant brain function. The energy of at- 
tention, concentration and interest is the constructive, socialized 
energy available to consciousness for adaptive use. It is the sum 
total of the healthy energy of mind. It derives its maximum poten- 
tial from the energy of depression, the energy of anxiety, the en- 
ergy of hostility which is creatively modified so as to achieve con- 
structive expression in some useful socialized activity. 

llow futile would be all our efforts at social adjustment were 
there not existent an unconscious creative force which makes pos- 
sible our suecessful adaptation in a complex society! Psychiatry 
lias almost entirely ignored the constructive unconscious. Such an 
unconscious socializing force must exist to make possible the sue- 
cessful integration of the id and super-ego energies in constructive 
channels. It is inconceivable that the feeble ego could possibly en- 
compass such an integration without a powerful, effective uncon- 
scious ally. We must create the concept of a constructive uncon- 
scious to explain, not why some people in the presence of such dif- 
ficult problems of adjustment with such formidable primitive foes 
become sick, but rather why the great mass of humanity continues 
to remain well. The mass of humanity does not have insight into 
childhood conditionings or even into present abnormal behavior so 
that if being well depended upon insight, the great mass of men 
would be hospitalized. There must exist unconscious all-powerful 
socializing forces which enable people to remain well and retain the 
normal social pattern of adjustment even though their understand- 
ing, insight, and conscious formulations are inadequate. 








286 PRACTICAL METHODS OF GROUP PSYCHOTHERAPY 


The all-powerful creative unconscious is a dynamic force which 
is part of every volitional act. It makes possible the transforma- 
tion of the energy of depression, anxiety, resentment, rage, into the 
energy of interest, attention and concentration in the present voli- 
tional task. It is the dynamic background of the constructive di- 
rection of our conscious energies. It gives meaning to the whole 
person in action. As the patient develops an ability really to ex- 
press himself satisfactorily in a simple activity, he is recapturing 
a socializing, creative, unconscious force which derives its energy 
from the depressive, anxious, resentful patterns which were part 
of his illness. As he regains his normal power of attention, concen- 
tration and interest in his application to a job, the patient becomes 
well. The method of group psychotherapy discussed in this paper 
makes possible the guidance of the patient along these lines of re- 
integration. It develops in the patient a conscious formulation of 
the processes of integrated purposive volitional effort which paral- 
lels the unconscious socializing forces which become part of the pa- 
tient’s functioning as he gets well. Group psychotherapy is the 
one form of psychotherapy which fits well into hospital practice 
and treatment. 


Territorial Hospital 
Kaneohe, Oahu, T. H. 








BRIEF METHODS OF PSYCHOTHERAPY--A REVIEW* 
BY SOL CHAREN 
THe Neep ror Brier THERAPY 

‘he goal in psychiatry today is treatment for the masses on a 
scale never before visualized. The travails of war disclosed the 
need for psychiatric attention for many in our population, soldier 
and civilian alike. This need was brought out by the high percent- 
age of those rejected for military service by the induction boards 
aus Well as brought out by the soldiers who broke down without 
having seen combat. The aftermath of war demonstrated the eoi.- 
munity needs for preventive psychiatry and for therapeutic psy- 
chiatry as an integral aspect of public health. Society today ree- 
ognizes the need for mental hygiene clinies for psychiatric treat- 
ment, not only of the veteran, but also of any other members of 
(le community requiring this service. The emphasis today is not 
on the institutionalization of the psychotic but on the treatment of 
the neurotic, who was too often by-passed until the demands aris- 
ing from wartime living revealed the widespread needs of the mal- 
adjusted among those at home. 

im the other hand, the individual has been made conscious of 
the need for psychiatry by the publicity given to the achievements 
of that field during the war. The fact that veterans can be treated 
at mental hygiene clinics set up by the local governments and the 
Veterans Administration is helping to remove the stigma of treat- 
nent by the psychiatrist. Psychiatry itself is recognizing public 
acceptance and public demands, and as a result the field is seeking 
to expand to make its resources available to the greatest possible 
numbers who seek its aid. One branch of therapy, psychoanaly- 
sis, still seems likely to be generally unavailable to large numbers 
of the population who will seek treatinent in the menial hygiene 
clinies. 

Psychoanalysis as a method of psychotherapy has been justly 
criticized on a practical basis. It is expensive and it is time-con- 

‘This article was written prior to the author’s employment with the Veterans Adminis- 


tration. The article is in no way to be construed as reflecting official or unofficial policy 
or practice of the Veterans Administration. 
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suming. An analysis requires a period of from six months to two 
years or more of daily consultations of one hour. The fee ranges 
from $5 to $25 an analytical hour, thus making the cost of treat- 
ment prohibitive to most patients needing it. Wilder’ states that 
there were about 80 psychoanalysts in New York City in 1941 and 
very few in most other cities. He estimated there were some 3,375, 
000 patients in the country who wished to be treated and figured 
that 300,000 psychoanalysts would be required for this number, 
Thus, because of the limited group of practising psychoanalysts, 
therapy becomes less attainable for the masses. 

Persons interested in psychoanalysis, whether sympathetic or 
critical, decry the fact that its benefits are available to only a few. 
Psychoanalysis has unquestionably contributed to many fields of 
knowledge by giving to them fresher and deeper insight, but as a 
method of treatment, it has directly benefited too few. An answer 
to this criticism has been sought in the development of short 
methods of psychotherapy. This brief therapy, based on Freud’s 
principles, would make analysis less of an esoteric benefit. 

Freud himself has been represented as having been hostile to 
short methods of treatment. He has been quoted by Glover as 
follows: ‘* All efforts to accelerate materially an analytical treat- 
ment have come to nothing.’’ And again, ‘‘The best way to 
shorten treatment is to carry it out correctly.’ According to 
Freud, analysis is not complete ‘‘until all the obscurities of the 
‘ase are cleared up, all amnestic gaps filled out and the occasions 
which originally called out the suppressions discovered.’ An 
analysis is successful] furthermore only if it results in removing 
the amnesia regarding the record to the fifth year of childhood 
when congenital libidinal factors are first awakened by actual ex- 
periences and become attached to certain complexes.’ 

In view of Freud’s definitions, orthodox analysts have defended 
the length of a standard analysis as essential and the cost as justi- 
fied in terms of the permanent benefits. Lately, however, there 
has been in practice, even among psychoanalysts, a trend toward 
shorter methods of analysis based on the techniques of transfer- 
ence. This trend has been justified as a method to reach more sick 
people; and there is even a growing belief (though not among psy- 
choanalysts) that a lengthy analysis is not necessarily the safest 
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and only method of handling neuroses. Wilder’ has statistics to 
indicate that for at least half the patients treated by hospital out- 
natient clinies and by individual therapists, psychotherapy lasting 
nore than 30 to 40 hours is unnecessary. Wilder believes every 
patient should try brief psychotherapy tendered by doctors who 
are trained in general psychotherapy, before attempting orthodox 
analysis. 

A review of the literature on psychotherapy from 1940 to the 
present shows an emphasis on briefer methods of treatment, even 
hy orthodox analysts, as a means of helping more patients and 
lowering costs of treatments. Franz Alexander and his associates 
in Chicago at the Institute for Psychoanalysis have been working 
on this problem for several vears and seem to be definitely in fa- 
vor of brief psychotherapy. Other analysts are turning to brief 
methods of analysis as part of their techniques. 


Aims AND MetTHops or PsyCHIATRY 


Bromberg® quotes the aims of psychiatry as follows: The psy- 
chiatrist understands the relation of the individual to society and 
looks upon him as a unified organism with mind and body inter- 
related. The individual obtains ideals, thoughts about the world 
‘rom his parents and his group. These are developed emotionally 
and attain a surface coat of rationality only later in life. When 
emotional ideals are challenged, he cannot aecept new ones, since 
the old ideals are grounded on infantile emotional patterns. Psy- 
choanalysis ean free him from these infantile patterns, but psycho- 
analysis is expensive and time-consuming. Modern psychiatry 
tries to offer enough insight to allow for social readjustment based 
on the patient’s economic, sexual and social problems in terms of 
lis emotional activity. 

Adolf Meyer has influenced most of the psychiatrists in the 
United States, if not in the world. The training of his school of 
psychiatrie thought has emphasized the study of all factors dealing 
with the patient—physiological, psychological and constitutional— 
which have gone to making the person what he is. This school ob- 
tains the patient’s history; his symptoms are then studied in the 
light of his psychological development and in relation to important 
events in his past and present history. It accomplishes therapy by 
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discussion, persuasion, re-education, de-sensitization, confession 
and ventilation. It employs reassurance and guidance. It places 
more emphasis on environmental factors and conscious conflicts 
than on internal strain, unconscious conflict and the role of child. 
hood experiences. It sponsors face-to-face therapeutic inter 
views. It makes little use of the analysis of transference. 

Other simple, common methods of treatment used by psychia- 
trists at different times are listed by Levine, a psychoanalyst.’ 
One or several of these may often be effective with many patients 
in the place of lengthier methods. They inelude: 

1. Physical examination as reassurance against fear of disease. 


2. Physieal treatment to remove or treat physical causes of conflict or 


worry. 
3. Medicinal treatment. Use of drugs on a psychotherapeutic basis. 
4. Reassurance. 
5. Hydrotherapy. 
6. Occupational therapy. 
7. Development of diversions and entertainment. 
8. The establishing of a daily routine for the patient. 


9. Development of hobbies. 

10. Use of authoritative firmness, provided the use of threats, fear and 
pain is avoided. 

11. Suggestion therapy. The physician by nature of his authority, 
helpfulness, protectiveness finds himself in the position of a father-substi- 
tute with the patient. Suggestion in certain situations is often helpful. 

12. Hospitalization to protect the patient from himself and to remove 
environmental strain. 

13. The giving of information to remove fears based on misconceptions. 

14. Removal of external strains, either by changing attitudes or adjust- 
ing the environment. 

15. Guidance and advice. 

16. The fostering of socialized living. 

17. Provision of acceptable outlets for aggression. 

18. Provision of acceptable compensation for fears and inferiority 
feelings. 

19. A non-condemning constructive relationship which gives the patient 
a chance to feel he is accepted on a friendly basis by the physician. 

20. The ignoring of certain symptoms and attitudes by the physician, 
to prevent the increase of attention-gaining mechanisms on the part of the 
patient, and to minimize the fear of severity of other symptoms. 
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21. Satisfaction of frustrated basic needs. The physician determines 
whether needs such as love, security, ete., are frustrated and whether satis- 
‘action for them can be obtained. 

22. Satisfaction of neurotic needs. Where the personality of the pa- 
tient eannot be changed and he is neurotic the physician may find that 
satisfaction of these neurotie needs may be the only acceptable method of 
treatment. 

23. Opportunity for healthy identification. Give the patient a chance 
to model himself on a healthy older person. 

24. Use of books to enable the patient, by reading, to understand his 
problems, 

Yaskin® lists several other, more advanced methods of treat- 
ment which are at the disposal of most psychiatrists. There is 
rapport, defined as the relationship between physician and patient 
whereby the latter gains confidence in and respect for his therapist 
and has at least a desire to co-operate with him, despite precon- 
ceived notions of the origin of his symptoms. Rapport is indis- 
pensable for successful treatment and is probably the most impor- 
tant step in therapy. The patient must feel that the physician not 
only sympathizes with him, but also that he has a clear formula- 
tion of his case and the ability to help him. To justify this, the 
plivsician must not be too hasty in arriving at conclusions; when 
ie makes formulations he must remain firm in his statements, must 
betray no doubts or indecision and, above all, must be frank and 
truthful. 

Second, there is ventilation or aeration. This consists of bring- 
ing into conscious attention in specific details unwholesome atti- 
tudes and reactions which are usually associated with irritating 
iuemories. The patient is encouraged to talk freely, and the 
inethod of free association may be used. 

Third, there is desensitization. Unpleasant emotional-tone at- 
tached to memories is removed by intellectual discussion. The pa- 
tient is encouraged to face unpleasant experiences openly, and un- 
pleasant memories of the past. This material must be brought 
into consciousness repeatedly. The physician guides the patient 
in this phase of treatment and conducts the de-sensitization grad- 
ually, in order to avoid shock and in order to build up tolerance to 
unpleasant emotional realization. 
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The last step of all is that of retraining, re-education and stabil- 
ization. The physician must guide the patient to react, more or less 
automatically, in a symptomless, wholesome manner to various 
stresses in life. As a necessary part of lasting, successful retrain- 
ing and re-education, the patient should be guided to formulate an 
economic, social plan that befits his pattern of living. Naturally, 
the plan will vary markedly with each patient. 

Added to the foregoing, may be the use of encouragement, sug- 
gestion, rationalization and persuasion. Sometimes, when an en- 
vironmental situation cannot be changed, it may be necessary to 
guide the patient toward accepting the hard facts which may he 
inevitable. 


PRESTIGE THERAPY 
There are some psychiatrists who accomplish good results with- 
out any knowledge of how this has been done. This is often true 
also of physicians who do not have a knowledge of psychiatry hut 
still seem to accomplish effective results. Reider® has made a 
study of such treatments. He believes such physicians accomplish 
their therapeutic results by meeting the unconscious needs of the 
patient. These needs are infantile yearnings for love, a desire to 
be omnipotent and, at times, the wish for punishment. The phy- 
sician, by suggestion or inexact interpretation, often succeeds in 
repressing one of the elements which make up the patient’s con- 
flict. In doing so, an artificial neurosis may be set up which, how- 
ever, is much more acceptable to the patient than his original 
one, because the scene of his conflict is shifted or displaced. For 
example, a guilt feeling may be alleviated by helping the patient 
displace it on childhood events so that the patient no longer feels 

the guilt belongs to his present situation. 


PsycHosoMATIC MEDICINE 
This fairly recent development in medicine has gained impetus 
through the work of Weiss and English’ who stress not only the 
study of the disease but also of the individual in relation to lis 
illness. The need to obtain a complete medical history is emp!a- 
sized, one which will bring out the interrelationship of psyche an! 
soma, and of social and personal history. Knowing the person- 
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ality-structure of the patient, the physician can be in a position 
to determine the presence of emotional factors in disease and to 
evaluate the physical and psychological factors. Relationship be- 
tween the patient and his physician becomes important as a fun- 
damental means of cure. It is necessary that the physician be 
one who likes his fellow-men, The total emphasis in psychosomatic 
medicine is: treating, not the illness, but the individual, in rela- 
tion to his environment, and studying the illness as it relates to 
both. 


Snort Metuops RELYING ON THE ANALYTICAL TECHNIQUE 


Neustatter, an English psychiatrist and a disciple of Stekel, has 
adapted Stekel’s method to accomplish cures of mental disorders 
which he believes will compare favorably with the methods of 
l'reudian analysts.” He sees the patient in 10 to 30 interviews. 
ile first obtains the life history. He uses free association and 
dream interpretation to determine the patient’s conflicts. Once 
le obtains these, he abandons free association and dream inter- 
pretation and discusses the patients’ problems on his own level. 
lle employs the method of transference; he gives advice, if it is 
necessary and justified, but not of course advice in regard to 
ioral questions. If necessary, he may use persuasion to effect a 
desirable change. Occasionally he uses hypnosis. He always in- 
terprets any dreams quite clearly to the patient. 

Schilder® also believed in the efficacy of the short method. He 
hevan his therapy with discussion of the syinptoms bothering the 
patient. Ile also resorted to free association and dream interpre- 
tation. Ile found that childhood and even infantile situations 
were soon brought out by the patient. He made an effort to give 
io the patient a synthesis of his conflict and to reconstruct his life 
listory from the specific angle of the understanding of his conflict. 
‘The interpretation given under such circumstances cannot of 
course, have the relative reliability attained by methods, which, as 
psychoanalysis for example does, allow checking up the validity 
of interpretations again and again and do not interpret before the 
patient has brought up convincing material. The knowledge and 
skill of the physician will, therefore, be particularly necessary in 
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short treatment. He will generally not have them unless he has 
analyzed a number of cases before.’’ 

Schilder further stated that in short psychotherapy the sare 
fundamental relations exist between the patient and physician as 
in longer therapy. ‘ihe treatment consists of winning the trans- 
ference, using the transference for treatment and finally dissoly- 
ing it. He estimated 80 hours as an average length of treatment. 
ile found that symptoms disappeared after 10 to 15 hours of 
treatment but that relapses were common and continued treatment 
was therefore necessary. By explaining the reasons for the re- 
lapse to the patient, Schilder was able to consolidate gains. Schil- 
der also used hypnosis to check on the problems of the patient, and 
applied the insight gained toward formulating therapeutic sugges- 
tion. He also used free association and dream interpretation. Af- 
ter he established transference, he emphasized that the patient was 
dependent on the physician only during the treatment, but that 
he must later begin to formulate his own life-plans. The meaning 
of transference was made clear to the patient, in order to effect 
the ultimate independence of patient from physician. 

Schilder believed that the goal of short psychotherapy should 
be the ‘‘cure’’ of symptoms. He felt that when short therapy 
failed, the possibility of psychoanalysis still was available. 

Two methods of treatment, both brief, labelled ‘‘blitz psyeli- 
therapy’’ are used by Karpman."’ He asserts he has cut the time 
of analysis in half by constantly intruding into the associations o/ 
the patient and by working actively with him toward unravelin: 
his problem. Another and briefer method used was to have tlic 
patient write out his life history. Karpman bases specific ques- 
tions on this history. 

KXarpman sees the patient several times weekly and each tine 
gives him a question to answer before the next visit. He sumimar 
izes his whole problem for the patient from time to time in tlic 
form of a written memorandum. He postulates further questions 
on the basis of the material thus obtained. Also, he gives the pa- 
tient books to read on the subject of psychodynamies and psyclio- 
therapy. Throughout the interview, he holds brief talks with the 
patient in which the meaning of the material brought to the sur- 
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‘ace is explained. The patient receives just enough insight to han- 
die his life problems. Karpman feels that there are instances 
here an excessive amount of insight can be harmful. 

Ile has used also what he calls ‘‘mediate’’ psychotherapy. He 
has sought the aid of the husband or wife in cases where the pa- 
tient refused to co-operate and has gotten the desired information 
‘rom this souree. On the basis of such information, he has been 
able to show the spouse of the patient how to arrange the emo- 
ional life of the couple to avoid weak points and danger spots. 

l‘ranz Alexander and his associates at the Chicago Institute for 
’sychoanalysis have been working for several years on the prob- 
len of short analysis. In his recent book, Psychoanalytical Ther- 
ipy, Principles and Applications," case illustrations are given of 
positive benefits obtained by brief analysis. As soon as he sees 
the problem of the patient, the analyst maps out a method of in- 
dividual treatment to meet the exigencies of the patient’s age, emo- 
tional strengths, environmental problems and the time element. 
lle then participates actively in directing the therapy. This varies 
roin the Freudian psychoanalytical procedure where the analyst 
aits patiently, playing a more or less passive role, while details 
are slowly elicited. Alexander points out that the patient brings 
i) old, unresolved, conflicts in the transference situation and that 
tle therapist should then assume an attitude toward the patient 
‘ifferent from that which the parent formerly assumed toward the 
child, i. e., the patient, in the original conflict situation. Unlike the 
arent, the therapist’s attitude is objective and understanding. 
ile does not react to the patient’s aggression by retaliation or re- 
roach as the parent might have done, nor does he gratify the pa- 
tient’s childish erying for help. In this impersonal, objective at- 

osphere, the patient not only becomes capable of bringing out his 
original behavior more frankly, but also he can recognize that his 
reactions are based on old, infantile patterns which cannot be ap. 
plied to his present adult pattern. ‘‘While the patient attempts to 
act according to outdated childhood patterns, the therapist’s atti- 
tude strictly conforms to the actual therapeutic situation.’’* This 
allows the therapist the unique opportunity of not only having the 
patient see intellectually, but also of making him feel the irration- 
ality, of his emotional reactions. 
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Corrective emotional experiences in the transference situation 
enable the patient to face life experiences which he was unable to 
face before. Not only does he face the one given situation, but the 
strength gained from the act of meeting the one situation gives 
him further courage and reinforcement to meet still others. 

The re-experiencing of the old, unsettled conflict, but now with 
a new ending, is the secret of the short therapeutic result, accord- 
ing to Alexander. The actual experiencing of a new solution in 
the transference or in the life-situation gives the conviction to the 
patient that a better way of life is possible for him and induces 
him to give up the older neurotic pattern. By repeating the new, 
corrected emotional situation during the therapy and outside the 
analysis, reactions gradually become automatic. The automatic 
response amounts to the development of new integrated patterns 
in the patient. In this way, the therapeutic results become con- 
solidated. Alexander believes, further, that daily therapeutic ses- 
sions are less beneficial than those more widely scattered: Re- 
pressed material often works its way through between widely- 
spaced sessions more easily than in the day-by-day interviews. 


DruGc ANALYSIS 


The drug analytical method consists essentially in giving intra- 
venous injections of a barbiturate to produce deep narcosis. ‘The 
patient’s statements under narcosis are used as a basis for making 
better contacts. The method offers a simple means of access to 
hitherto inaccessible memories. It is also a valuable short-cut in 
gaining a patient’s confidence and in determining the need for 
further treatment. 

Horsley,’? an English psychiatrist, uses nareo-analysis or drug 
analysis as follows. A light narcosis is induced; the patient how- 
ever is sufficiently conscious to understand what is said to him and 
to reply clearly. Rapport is established by the physician who be- 
gins to probe for the memories responsible for the patient’s condi- 
tion. The physician then uses these memories to attempt to read- 
just the patient. Treatment by this method is not a deep one and 
is aimed primarily at removing symptoms by uncovering the sub- 
conscious memories which cause them. Hypnotic suggestion is 
given in the sleeping state and is reinforced in the waking patient 
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hy explanation, persuasion and re-education. During narco- 
analysis transference phenomena are common and often acute. 
Transference is helpful and is an important factor in adjusting the 
patient to his present environment. 

(irinker and Spiegel’* in World War IT used this method of drug 
therapy most effectively. They induced a semi-narcose state dur- 
ing which soldier patients were able to re-live their traumatic bat- 
tle experiences. Narco-analysis, together with an explanation of 
their behavior, was effective in restoring many of these men to 
health. The action of barbiturates enabled the soldier to re-experi- 
ence the intense emotions which were originally associated with 
is traumatie battle experiences and which had been repressed— 
repression thereby becoming the cause of his current symptoms. 
(nder treatment the soldier recalled the memories and the emo- 
tions connected*with them and put them together into a more com- 
plete ‘*whole’’ than had been possible at the time of the original 
experience. Under the influence of the drug and at the control of 
the therapist, there ogeurred a release of the intense repressed 
emotions on a smaller seale than in the original situation. The 
soldier, thereby enabled to rid himself of repressed memories, 
gained in turn new strength to restore his emotional equilibrium 
and to face the world unhampered by fears. 

'hree other psychiatrists, Hart, baugh and Morgan” used so- 
dium amytal and found it very effective in causing the re-living of 
emotional experiences. They brought out repressed material, and, 
hy interpreting this to the patient for several days following treat- 
ment, were able to establish lasting effects. They found that only 
two or three treatments were necessary in bringing out traumatic 
experiences, provided each treatment was followed by careful in- 
terpretation and elaboration of the repressed material during the 
patient’s waking state. 

Freed’® has used the barbiturates to induce narcosis in an effort 
to shorten therapy. The procedure was tried on 12 patients, in- 
cluding four on whom formal psychoanalysis was also used. As a 
result of his experiences, Freed offers the following tentative 
conclusions : 

1. The release of strong affects is facilitated by this treatment. This is 
sufficiently frequent as to give the impression that there is a specific effect 
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of the barbiturates on the diencephalon. This sets the stage for quick 
psychotherapy provided that the therapist knows how to cope with these 
effects. Their utilization and synthesis with memories, fantasies, and the 
ideational content of the treatment period are essential. 

2. The recollection of repressed memories and fantasies is aided. The 
emotions spread over the memories like an electrical charge, vitalizing them 
and thus bringing the memories into consciousness. 

3. The defense of the ego against being confronted with this materia] 
can be observed and must be worked with intensively if the best results are 
to be obtained. 

Hoch'® has used narco-therapy with reticent reserved patients 
when ordinary psychotherapy was unsuecessful. He brought out 
much buried material and accomplished a better, quicker transfer- 
ence than by relying on continued psychotherapy. By use of sug- 
gestion and cathartic procedures he was able to give insight to the 
patient into the dynamics of his neurosis. 


HyYPNOANALYSIS 


Although hypnosis in the treatment of neuroses has been looked 
upon with suspicion, as merely treating symptoms and not basic 
causes, there is evidence that it can be effectively used as a metliod 
of brief psychotherapy or to shorten analysis. 

Kxrickson“ gives an illustration of a case treated in three hours, 
successful as to relief of the symptom and as to creating a better 
adjustment to the cause for the symptom. His patient was a 
woman suffering with hysterical urinary retention of 14 days dur- 
ation as well as with the concomitant emotional reactions. ‘The 
patient was hypnotized. She was then made to feel confidence in 
the physician. She revealed under questioning the fears that had 
led to her present condition as well as giving other informative 
data about her adjustment to life. Erickson then gave insight to 
her as to the cause of her present situation, placing emphasis on 
a constructive approach. He also gave her post-hypnotie sugges- 
tion about relief of her symptoms, adding that at the moment her 
symptoms were relieved she would recall the insight gained under 
hypnosis. The patient was able to remember the therapy, given 
under hypnosis, in the post-hypnotic situation, and the results 
were most effective. 
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Ixrickson believes that early psychoneuroses, behavior prob- 
lems, personality maladjustiments, circumscribed neuroses and 
psychosomatic disturbances can be treated favorably by hypnotic 
psychotherapy. Such therapy should not be directed merely 
toward the alleviation of a symptom nor toward the forcing of the 
patient to adopt a more logical adjustment to life. Rather there 
should be a re-education of the patient and a development of in- 
sight into the nature of problems with the promotion of a desire 
to readjust to the realities of life. 

|.indner’* has used a combination of psychoanalysis and hypno- 
sis to shorten treatment. He devotes a week to teaching the pa- 
tient how to be hypnotized, how to attain a trance state quickly, 
to carry out post-hypnotic suggestion and to revert, memorially, 
io former scenes and places. He uses the free association method 
of psychoanalysis. When he encounters resistance he uses hyp- 
nosis to reveal the cause. Then what Lindner calls the ‘‘interim 
phenomenon”’ occurs. In the waking state following the revealing 
of material under hypnosis, the individual seems better prepared 
to handle the repressed material. Abreaction is accomplished only 
in the waking state. Amnesia is induced following each episode 
of hypnosis to protect the conscious personality against this re- 
pressed material. 

Lindner uses hypnosis at the end of treatment, giving post- 
liypnotie suggestion for new goals in life for the patient. He re- 
sorts to hypnosis also in order to dissolve the transference situa- 
tion. 

Gill and Brenman” at the Menninger Clinic used hypnosis, ex- 
clusively, on a woman diagnosed as suffering with anxiety hysteria. 
(Under hypnosis and by use of psychoanalytical principles she was 
iuade to reeall her past and her childhood memories which she re- 
membered in many instances in a waking state. They used the 
question and answer technique, and where they met repression, re- 
sorted to hypnosis to remove the repression. It was possible to 
sive insight to the patient during the hypnosis. Abreaction was 
also found in the hypnotic state. A total of about 70 hours of 
treatment proved successful in helping the woman. 
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SUMMARY 


Since the war, psychiatry has realized that treatment must be 
made available to the large numbers in our population seeking its 
services. It has been willing to use whatever therapeutic tech- 
niques were helpful. One of these methods is psychoanalysis. As 
a method of treatment, however, it is expensive, lengthy and there- 
fore not available to most people seeking treatment. However, in 
recent years treatment based on psychoanalytic technique has been 
successfully used for short therapy. In addition, drug analysis 
and hypnoanalysis are being employed. 


Veterans Administration 
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Baltimore 2, Md. 
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PREVENTIVE MILITARY PSYCHIATRY IN THE LIGHT OF IMPENDING 
MILITARY CONSCRIPTION 


BY SAMUEL R, LEHRMAN, M. D. 


Preventive military psychiatry refers to the prevention of psy- 
chiatric casualties among men in uniform. This aim is best ae- 
complished by: (1) excluding from the armed forces those known 
to have psychiatric illness, and those recognized as potential psy- 
chiatric casualties; (2) strengthening the psychological defenses 
of those already in service; (3) reducing to a minimum the noxious 
stimuli which are believed to precipitate psychiatric disease. 

The second and third points are subsumed in the broader, more 
generalized, aspects of the problem: viz., the maintenance of high 
morale and the dissemination of propaganda favorable to such 
maintenance. Col. William C. Porter has described it as follows: 
‘The psychiatrist has the problem of selecting individuals who are 
vocationally fit for service in the armed forces, and having ac- 
cepted him, to assist him in preserving his mental integrity; and 
failing in that to eliminate him from the service.’ That high 
morale is directly proportional to low psychiatric casualties and 
to victorious armies has long been known.’ In the recent war this 
knowledge was utilized in conscious attempts to cultivate high 
morale,’ although there were many who minimized the morale as- 
pects and emphasized a constitutional phenomenon which was to 
be reckoned with only in the process of selection for service. ‘‘ As 
far as the etiology of mental disorders of the Navy is concerned, 
constitutional predisposition whatever that is, plays the most im- 
portant role.’ And, ‘‘in the air forces much stress is laid on the 
psychological selection of those who ultimately constitute the air 
erew. To a degree that the unstable individual is ruled out, to 
just that degree, will the problems of maintenance of flying per- 
sonnel be minimized and the development of neuropsychiatric con- 
ditions lessened.’” Viewed in the latter light the problem of pre- 
vention crystallizes into one of constitution versus environment. 
Fortunately it is not necessary to take an ‘‘either-or’’ attitude. 
Psychiatric illness, like other illnesses, is dependent on several 
factors. Freud’s etiological formula® compares neurosis to tuber- 
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culosis and postulates ‘‘predispositions’’ in both conditions. 
Through eugenics, parent education and proper childhood train- 
ing under ideal conditions, it is theoretically possible to produce a 
vroup of human beings who are not susceptible to neurosis or psy- 
chosis, Just as it is theoretically possible to produce total immun- 
ity to tuberculosis regardless of the dose of invading organisms. 
Inasmuch as the present trend is toward the belief that everyone 
las his ** breaking point,’” it is assumed that for all practical pur- 
poses such eugenically perfect individuals are too few (or even 
non-existent) for exclusive use in the building of a military ma- 
chine. Gradations exist, and the bulk of all armies and navies is 
huilt of those whose ‘‘breaking points’’ may be reached after 
varying amounts of exposure to the hazards of modern warfare 
(severity of action—fatigue, privation, somatic mutilation, ete.— 

multiplied by the time of exposure of any given individual). Since 
these factors are more or less constant (environmental stimuli 
under combat and even under non-combat conditions are ubiquit- 
ous) while individual susceptibility is so variable, it is obvious that 
selection plays an important role in military psychiatry. That this 
role is the most important one is open to question. 

In the early months of the last war, the proposition was differ- 
ently stated. The foregoing implies, and too many still believe, 
that psychoneurosis, for example, cannot occur among ‘‘normals,”’ 
but only in those who are predisposed to it. Accordingly, there 
was concern over the high proportion of psychiatric casualties re- 
turning from the front. Criticism of the psychiatrist in a combat 
area for ‘‘stigmatizing’’ combat troops with psychiatric diagnostic 
labels was almost equaled by criticism of the induction psychia- 
trist for faulty selection (the latter much tempered by the unwel- 
come prospect of encouraging increased numbers of rejections). 
With this latter criticism predicated on the oversimplified, erron- 
eous, assumption that special predisposition to war neurosis was 
the outstanding etiological factor, and on the equally erroneous 
assumption that such predisposition could be easily determined in 
a short psychiatric interview, the induction psychiatrist was subse- 
quently held responsible for the high proportion of psychiatric 
casualties returning from abroad (as well as for the large numbers 
rejected for service for psychiatric reasons). Later these assump- 
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tions were officially somewhat modified. This paper is an attempt 
at further modification, in the light of impending conscription. 
The writer’s observations are based on 21 months experience dur- 
ing wartime at two large induction stations in Ohio, with personal 
examination of over 100,000 selectees. The impressions and con- 
clusions expressed are accordingly personal ones and are presented 
as such. 

Average induction station statistics during the war indicated 
that from 8 to 12 per cent of all rejections were ‘‘neuropsychi- 
atric’’ (including 1 to 2 per cent of rejections on purely neurologi- 
cal grounds). There were extremes ranging from 5 to 25 per cent. 
Discharges for psychiatric disorders, on the other hand, have 
ranged from 40 to 50 per cent.* If induction selection had been 
the perfect instrument, it would have been reasonable to conclude 
that increasing the rejection rate at induction stations would liave 
resulted in a proportionate decrease in psychiatric discharges. 
Since the methods are far from perfect this result did not occur. 
Increasing the rejection rate might be done at the expense of po- 
tentially good soldiers. The induction station psychiatrist has al- 
ways been urged to be as careful not to exelude capable men as in 
accepting potential casualties. Menninger® has recently reported 
that ‘‘certain induction centers that had rejected the highest per- 
centage of presumed potential psychiatric casualties had nearly 
as high a number of men subsequently discharged for psychiatric 
difficulties as did some other induction centers with low rejection 
rates—sometimes a higher number.’’ He does not indict induc- 
tion psychiatry, but goes on to say: ‘‘Army experience indicates 
that as yet no very good method has been found whereby to deter- 
mine a man’s threshold of endurance of emotional stress or his 
ability to utilize supportive influence.’’ 

Malingering is a much-discussed aspect of induction psychiatry 
and is adequately described in section XXII of the Mobilization 
Regulations,” but, actually, the problem of malingering is numer- 
ically insignificant during wartime. Only a small proportion of 
selectees attempted to malinger in order to escape service, and the 
majority of these proved unfit for service after further examina- 
tion, because of severe psychoneurosis or because of psychopathic 
personality. There is virtue in the idea that malingering is in it- 
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self a symptom of mental disorder. Malingering for the purpose 
of joining the army was more common and possibly much more 
serious. Many epileptics and some psychoties intentionally with- 
held pertinent data in order to gain admission to the services. 
These problems can be dealt with by adequate clinical examina- 
tions, as well as by social investigations and histories. During 
peacetime the problem of malingering will undoubtedly be more 
important. 

The chief aim of induction center neuropsychiatry was the de- 
termination of existing or potential psychoneurosis, psychosis, psy- 
chopathy, post-traumatic cerebral syndrome, and epilepsy. Syph- 
ilis of the central nervous system was readily diagnosed; any posi- 
tive neurological sign in the presence of a positive blood Wasser- 
ann reaction was sufficient for rejection according to regulations. 
lt was soon learned that in these cases the spinal fluid (serology 
or gold curve) was also positive. The problem of epilepsy is more 
complex. Although epilepsy is a common disorder, the regulations 
required a written statement from a physician making the diag- 
nosis or similarly valid verification. Similar statements were re- 
quired in eases of post-traumatic cerebral syndrome (and also in 
cases of persistent enuresis, and of migraine). 

The examination was conducted by inspection coupled with di- 
rect questioning. Routine neurological examinations consisted of 
inspection of gait and station on approach to the examiner. Asym- 
ietries, ataxia, or tremors called for additional examination. Test- 
ing knee jerks, abdominal reflexes, the Romberg and pupillary re- 
flexes was routine. Abnormal or suspicious signs also called for 
more complete neurological examination. Except for mild peri- 
pheral nerve disturbances (e. g., unilateral Bell’s palsy or mild 
residuals of anterior poliomyelitis), a positive neurological finding 
served to disqualify the candidate. The writer’s later experience 
on the neuropsychiatric service of a specialized general hospital 
(confirmed statistically by the neurologist on the service) indi- 
cates that the neurological examinations were fairly adequate, 
since post-traumatic cerebral syndrome and epilepsy represented 
the bulk of the ‘* i. P. T. S.’’ (existed prior to service) conditions 
requiring disposition. The acceptance for military service during 
wartime of patients with these disorders (and persistent enuretics) 
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appears to be inevitable because of the possibility of easily using 
such complaints in malingering, which fact seems to have influ- 
enced the requirements of the mobilization regulations. On the 
other hand, during peacetime, the services can afford to be more 
stringent. More specific reasons are dealt with in the following. 

The World War II induction center psychiatric interview was 
conducted in a booth assuring a reasonable degree of privacy. In- 
nocuous personal questions were asked first in order to establish 
rapport. An attempt was made to let one question lead naturally 
to another, and the order of questioning thus did not necessarily 
conform to the conventional chronological form of history taking. 
Some questions were purposely repeated to insure understanding 
and adequate responses. 

Whenever indicated by appearance, behavior, or response sug- 
gestive of psychosis, the work history, play history, suspicious- 
ness (paranoia), hallucinations, and delusions were investigated 
in detail. Selectees were routinely asked about swimming and 
their attitude toward water, following the reorganization of indue- 
tion stations to include naval recruiting in February 1943. Bor- 
derline cases were examined by another psychiatric examiner who 
was called into consultation. Since the psychiatric examination 
was the last of the examinations, this examiner had the benefit of 
the reports of all previous examinations. He also had easy access 
to orthopedic, cardiac or other consultants. 

In 1942 and the first half of 1943, all selectees were examined in 
the nude. Subsequently it was required that trousers be worn. 
The exact reason for this change in policy was never fully under- 
stood by the present writer. The requirement was put into effect 
despite the fact that clothing was considered a handicap, since thie 
neuropsychiatric examiner was responsible for endocrinological! 
disorders. 

Up to about the end of 1942, mental deficiency was determined 
solely by the psychiatrist. Later, mental deficiency was deter- 
mined by tests administered by a psychological team, supple- 
mented, if indicated, by interviews with Adjutant General’s De- 
partment psychologists. Emotional immaturity and lack of suit- 
ability for service are in the province of the psychiatrist, but the 
responsibility for the administration of tests for determining men- 
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tal deficiency was transferred to the psychologist. A discussion 
of the suitability, efficiency, etc., of such objective tests as the army 
veneral classification test is beyond the scope of this paper. 

in January 1944, the Cornell Selectee Index"? was published. 
reliminary studies were carried out with the aim of utilizing this 
test more fully. The studies were insufficient to be conclusive, but 
the general impression was that the Cornell questionnaire was an 
ellicient test, yielding a high positive correlation with the psychi- 
atric interview as it was then being conducted. (Tentatively, this 
may be aecounted for by the fact that the Cornell questions are 
viented clinically much like the psychiatric interview. ) 

in February 1944 the psychiatric interviewer was enabled to ob- 
tain information prepared by social agencies, school teachers, ete., 
through a form which accompanied the selectee. The principle 
behind this was approved by the psychiatrists, but in practice it 
did not work so well as had been anticipated, since the forms were 
‘arelessly filled out, and since the agencies handling the forms 
often had no aecess to positive information. During four months 
experience with these forms (examination of approximately 15,000 
selectees), the writer encountered only two selectees whose rejec- 
tion was assured solely by information contained in the forms and 
not by psyehiatriec examination. In large numbers of rejected se- 
lectees, the information supplied was merely confirmatory. One 
wonders if these forms would be more valuable in peacetime. 

The psychiatric examination which aimed at weeding out neuro- 
sis, psychosis, psychopathy (criminality, sexual perversion, drug 
addiction and aleoholism), post-traumatic cerebral syndrome, and 
veneral immaturity or ineptitude for service, was based on the as- 
sumption that proper selection would considerably reduce neuro- 
psvehiatrie casualties in the armed forces. In the course of econ- 
sidering additional assets and limitations (practical and theoreti- 
cal) of the method, a discussion of the validity of that assump- 
tion is indicated. 

For the purpose of understanding neuropsychiatric casualty 
rates in combat, several facts must be constantly borne in mind: 
(1) Combat conditions of fatigue, fear, torture, pain, privation, 
horror, mutilation and death are in themselves etiologic agents: 
contributory and precipitating causes of psychiatric illness. (2) 
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‘The aggregate of mental disease is very little affected by wars,’’” 
hence war-induced psychiatric illness is largely a reversible pro- 
cess, Whose treatment is often though not always aided by separa- 
tion from the service. ‘‘A man’s unfitness for the abnormal, spe- 
cial strains and stresses of war and soldiering does not necessarily 
have any bearing upon his competence in many civilian occupa- 
tions.’’* ‘*When the morale and leadership are of a high order, 
the neuropsychiatric casualties have been comparatively few’” 
(to a large extent independently of efficiency of selection). With 
these facts uppermost in mind, it becomes obvious that our present 
criteria of selection alone may decrease the incidence of neuropsy- 
chiatric casualties but cannot eliminate them. 

To the credit of induction station psychiatry, it can be stated 
that in the most obvious cases of neuropsychiatric illness selectees 
were prevented from joining the service (occasionally a selectee 
malingered his way into service). A large number of potential 
casualties were also weeded out." 

Significantly a graph kept by the chief medical officer at one sta- 
tion showed very clearly how the rejection rates in psychiatry 
(and also the rejection rates for all causes) fluctuated with extra- 
neous factors. Military demands had a markedly noticeable ef- 
feet. When quantity was demanded in a hurry, as in the winter 
of 1942-43, rejection rates were low. In August 1943, changes in 
psychiatric personnel occurred, and the rejection rates increased. 
A sharp rise resulted on receipt of a letter from overseas (from a 
psychiatrist who had previously worked at an induction station) 
advising more stringent selection. Then there was some adverse 
newspaper publicity referring to high rates of rejection, and again 
psychiatric rejections decreased. These non-psychiatrie factors 
operating to influence rejection rates may be compared to certain 
medically irrelevant factors which influence discharge from the 
army as reported in a recent army medical bulletin.® 

Added to the foregoing, and omitting the personal factor of abil- 
ity of the psychiatric examiner, the limitations of induction psychi- 
atry are based on certain weaknesses inherent in the method of 
direct questioning, and in the ‘‘production line method’’ of pro- 
cessing. To this were added the excitement and bewilderment en- 
gendered in the selectee by being ‘‘ordered”’ into the armed forces. 
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Often selectees answered questions incorrectly, simply because of 
confusion. Ignorance was another factor. Some selectees de- 
scribed convulsive attacks yet never knew they had epilepsy. Other 
epilepties who had typical grand mal seizures at the induction sta- 
tion insisted these were their first attacks. In the cases of pro- 
tected high school students and graduates (18 and 19 years old) 
and farmers, who were seldom thrown into the rigor of prolonged 
liuman contact, there was little by which to judge. These persons 
had never been subjected to difficulties or temptations; and neither 
they nor the psychiatrist could prophesy their reactions. (The 
psychiatrist could defer induction for six months for ‘‘immatur- 
ity,’’ but later examination did not solve the problem of prophecy). 

Much has been written of the time allotted to the examination 
of a single selectee. An average of 15 minutes per person is con- 
sidered ample and the maximum number of men examined in one 
day by one psychiatrist should not exceed 50."* Efficiency was found 
also to be lowered when an examiner worked more than two days 
a week or more than six hours a day.’* These ideals were practi- 
cally never reached. The need for speed in building the armed 
forces was one factor. The number of available psychiatric exam- 
iners Was another. These two factors combined to give the mili- 
tary induetion psychiatrist over 150 men a day for long periods. 
Qn one unusually heavy day over 200 men were examined by the 
vriter.) Military psychiatrists work six days a week. Nor could 
un optimum time be allotted to each selectee. As the quotas in- 
creased, the pressure increased. A large number of men had to be 
processed in the same period as a small nuinber formerly required 
because of : (1) transportation schedules, (2) the need for releas- 
ing civilian doctors in time for afternoon office hours, and (3) the 
press of the following day’s work. Little mention has been made 
of the deleterious effects on efficiency of these administrative fac- 
tors, such as meeting train schedules, housing ‘‘holdovers,’’ and in 
veneral subordinating quality of examination to quantity pro- 
cessed; yet, practically, they are of immense importance. One of 
the main faults was that psychiatric examiners were too scarce to 
allow load lightening by broader distribution. Early in 1944 as 
little as two minutes was given per selectee. The tremendous re- 
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cent increase in the number of psychiatrists, many of them service- 
trained, should go far to relieve this pressure. 

As has been noted, the pressure per se has a bearing on ellici- 
ency. While it has been stated that daily examination tends to 
imake an examiner ‘‘insensitive to matters that are important in 
forming judgment,’’* this insensitivity tends to be neutralized by 
the weight of accumulated experience. On the other hand, the efli- 
ciency of a psychiatrist under constant pressure varies with his 
physical and mental well-being. Furthermore, the standards for 
selection were likely to be subtly affected by particular groups un- 
der examination. On days when constitutionally and economically 
inferior groups predominated, borderline cases were likely to be 
accepted for service without question. On other days such cases 
would have been immediately recognized as unsuitable. 

‘he changing of standards for induction also influenced efii- 
ciency in selection. The examination of newly-married men and of 
fathers presented certain special problems. Such men as a group 
tended to appear more stable than a group of single men. Yet one 
could not tell to what extent this stability was nullified by the 
added strain of separation from wife or family. (One selectee at- 
tempted to enlist one year before he was called for service, was 
rejected, completed plans for raising a family, was then recalled 
and aecepted for service and had to leave a pregnant wife despite 
every legitimate foresighted attempt to avoid such a situation.) 
During peacetime this group may be hardest hit by military 
training. 

The following case report illustrates how some of these factors 
operate in practice: 


‘ASE REPORT 

V. R. S. This patient was white, single, aged 18. He was in- 
ducted in the Fifth Service Command on July 24, 1944. He took 
no basic training but was assigned to Camp Atterbury, Indiana, 
where he attended the Medical Department Surgical Technician’s 
School. On November 3, 1944 he left camp on a week-end pass at- 
tempting to visit his home 600 miles away. On Sunday, November 
5, he developed a fever and generalized aches. He called a private 
physician who told him he had ‘‘the flu’? and advised bed rest. 





SAMUEL R. LEHRMAN, M, D. 311 


\fter four days in bed, he developed severe cramp-like pains in 
‘ie lower abdomen which eased gradually in two days, and the pa- 
tient left his bed. On November 13, 1944 he had a return of these 
pains and he ‘‘turned into”’ the nearest army hospital, where he 
vas admitted on the surgical service. Physical, neurological and 
laboratory studies were essentially negative and the patient was 
transferred to the medical service and later, after neuropsychiatric 
consultation, to the neuropsychiatric service under the care of the 
vriter. 

llis chief complaints were ‘‘stomach trouble’’ and ‘‘nervous- 
uess.’’ He stated that he had had abdominal pains since the age 
' seven ‘*when he lifted something too heavy.’’ This pain was ag- 
rravated at the age of 14 when he was pushed against a steering 
wheel in an automobile accident. He had been treated by his fam- 
ily physician since early childhood, but ‘‘nothing wrong’’ had been 
ound. The social service report obtained during his hospitaliza- 
tion quotes his mother as saying that ‘‘it was worth $100 to have 
the patient away from home.’’ Ilis early life was replete with 
neurotie traits; he had had somniloquy, somnambulism, nail-biting 
and stuttering throughout his life. Ile completed the sixth grade 
at 16 and worked at odd jobs until his induction. Anxiety was ob- 
vious during the interview including such physiological signs as 
‘remulousness, hyperhidrosis, and vasomotor and emotional insta- 
ity. Psyehometric examination (Simon Binet) performed at 

e writer’s hospital revealed a mental age of seven years. 

‘he patient was separated from service via AR-615-360, Section 
|, with a diagnosis of: (6970) ‘‘Psychoneurosis, mixed type, se- 
vere, cause undetermined ; manifested by severe anxiety, stuttering 

il gastro-intestinal complaints in a mentally deficient person.’’ 
\ second diagnosis of: (4950) ‘* Mental deficieney, moron, M. A. 

ven years (Simon-Binet)’’ was also made for the elinical record. 
ine of Duty (LL. O. D.) status was ‘‘No, Existed prior to Service”’ 
(i. Po 

‘he writer wrote to one of the psychiatrists (personally known 
to him) at the induction station which processed this patient and 
received the following reply: ‘‘I took the time to look up the case 
you wrote about. The boy came through our station during July 
1944. His grade on the psychological test was 7, which at that 
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time was just passing (at present 9 is passing). He had no com- 
plaints on our questionnaire except occasional headaches and pos- 
tural dizzy spells. His social history was negative. He admitted a 
sixth grade education and we would consider him a borderline ease. 
We have so many obvious rejects that when we do get a borderline 
case, he is apt to appear far superior to the others; and we do pass 
some. lle might have developed symptoms in the service and | 
don’t doubt that there are many such cases in the service. How- 
ever, we are getting fussier and I think the new crop of men will 
be much superior to the old.’’ (Letter dated December 4, 1944.) 

From this case report it is obvious that the relaxing of standards 
and passing of the ‘‘borderline’’ case should not be encouraged. 
Further questions raised are: 

How much weight should be put on neurotic traits in childhood? 
lLlow does the dynamic history compare with the cross section pic- 
ture? ‘lo what extent should one accept the patient’s previous 
complaints—or erroneous diagnoses by civilian physicians who do 
not recognize psychoneurosis? How much of the patient’s past 
life is significant in accurately foretelling whether an individual 
will be a successful soldier? MacCurdy” once said, ‘‘One makes 
inquiries into a patient’s past life, therefore, not only in order to 
discover what he may have been in his previous character which 
would directly affect his capacity as a soldier, but also to gain 
some rough idea of how resistant he had previously been to the 
most disturbing influences of life.’’ Is this statement valid today? 
These questions cannot be answered at present because of the lack 
of adequate study. Patients who are discharged for neuropsy- 
chiatric disabilities can be studied in retrospect; but there is in- 
sufficient control work done on patients with similar backgrounds 
who do not break down. 

The question of ‘‘line of duty status’’ (L. O. D.) is also raised. 
This subject is complex enough to require a chapter in itself. Suf- 
fice it to say that the induction psychiatrist must be aware of the 
implications of line of duty status. Although it is fairly evident 
that the patient described had his psychoneurosis prior to service, 
nevertheless it is conceivable that he could protest the L. O. D. 
status on a technicality. 

* * * 
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\Vhile we are no longer at war, conscription is impending. In 
the light of this and of the foregoing, certain suggestions may be 
in order even now with regard to the selection aspects of military 
neuropsychiatry. 

Standards of examination should be rigid enough to exclude po- 
tential neuropsychiatric casualties even at the risk of excluding a 
few able men, because a neuropsychiatric casualty is a disrupting 
‘orce in the armed services. The philosophy of examination should 
thus lay emphasis on excluding the unfit rather than on swelling 
the size of the army. Psychiatric examiners should be taught to 
take this attitude; and should be sufficiently well trained in psy- 
chiatry to be able to evaluate a selectee in a 15-minute examination. 
Numerical strength during the war could have been maintained by 
making ‘‘essential deferments’’ secondary to military require- 
ments. During peace, it would be desirable if essentiality were to 
present no problem. (If we were to have universal military train- 
ing instead of the draft law as finally enacted, ‘‘essential’’ stu- 
dents for example could take their training in school or by rota- 
tion.) 

Instruction of examiners should be standardized so that the po- 
tentialities of a selectee may be evaluated adequately from the 
viewpoint of clinical psychiatry. Specialists in psychiatry are re- 
quired at induction stations, even though a differential diagnosis 
nay not be indicated. While mobilization regulations until recently 
were explicit enough to allow ‘‘for efficient’’ exclusion of almost 
all selectees with positive neuropsychiatric findings regardless of 
diagnosis, yet few other than clinical psychiatrists can recognize 
even obvious neurotics. With the present-day policy of accepting 
inild psychoneuroties, the ability to make fine distinctions becomes 
even more important. If known psychoneurotics are accepted for 
peacetime service, the entire system of L. O. D. status and compen- 
sability should be revised. Doubtful cases could be reserved for 
specialized examination or further study at military hospitals in 
the same way that doubtful hypertensives are studied. (The navy 
repeated the neuropsychiatric screening at the naval training sta- 
tions, and this repeated examination has much merit.) Routine 
electroencephalography might be highly desirable, as has been sug- 
rested." 


APRIL—1948—L 
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The use of written questionnaires at induction stations has been 
the subject of some discussion. A written questionnaire similar 
to the Cornell Selectee Index" could be elaborated on and improved 
sufficiently to render preliminary screening more effective. The 
Minnesota multiphasie personality test*’ and the Rorschach exam- 
ination'’ might also be revised more thoroughly for screening pur- 
poses. However, as has been noted in the foregoing, these tests 
seem to owe their efficiency to their clinical orientation. It would 
be a mistake at present to sacrifice clinical Judgment to a mechani- 
cal measuring device. The necessity for giving the requisite time 
for his examination to the psychiatrist cannot be overemphasized. 

Every effort should be made to eliminate ‘‘the personal equa- 
tion.”’ The morale of examining doctors at recruiting stations is, 
within limitations, almost as important as the morale of the men 
in training, since low morale at these points may mean poor mate- 
rial in the armed forees. An induction station, being largely a 
medical unit, like a hospital, should be commanded by a medical 
officer. The neuropsychiatric examining team should be headed 
by one military specialist responsible for the continued instruc- 
tion and direction of his civilian examiners. Instruction in induc- 
tion psychiatry should include trips to general hospitals and troop 
training areas to follow up selection errors. Comparison with in- 
duction procedures used in other countries might also be of 
benefit.*® 

Many of the foregoing assets and limitations of induction psy- 
chiatry have been noted before.*” The experienced induction psy- 
chiatrist will find little that is not already known to him. However, 
the importance of the problem in the light of impending conscerip- 
tion claims the attention of all psychiatrists (and the remediable 
defects must be repeatedly emphasized until correction is accom- 
plished). The more chronic limitations of induction psychiatry 
engendered by the attitudes of non-psychiatrie medical examiners 
on the induction team, of the community, and of selective service 
boards, and the sheer monotony of the assignment as an induction 
psychiatrist” also bear re-emphasis. 

In recapitulation, it may be said that induction station psychi- 
atry has definite limitations as a force in preventing military neu- 
ropsychiatric casualties; and these limitations should be recog- 
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nized. On the other hand induction station psychiatry does have 
a special function to perform, and this function could be made to 
operate more efficiently by consideration of the matters outlined 
ere. Ultimately it may be proved that the best form of selection 
is the test of service. (There are numerous examples of severe 
neuroties and even of psychotics who have performed creditably in 
service.) The characterological aspects of suitability for service 
lave only been hinted at in this paper. With the present induc- 
tion policy of accepting psychoneurotics for service, new light may 
he shed on the problem. 


SUMMARY 


|. The problem of selection as a factor in preventive military 
neuropsyehiatry is presented and discussed. 

2. Present-day methods of selection and the assets and limita- 
tions of induction psychiatry are reviewed. 

3. A ease report is presented illustrating how certain factors 
interfere with efficient selection. 

4. Several suggestions are made for improving the efficiency 
of the selective aspects of preventive military psychiatry, in the 
light of impending conscription. 


100 West 55th Street 
New York 19, N. Y. 
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REGRESSIVE ELECTRIC-SHOCK IN SCHIZOPHRENICS REFRACTORY TO 
OTHER SHOCK THERAPIES* 
BY CYRIL J. C. KENNEDY, M. D., AND DAVID ANCHEL, M. D. 


Since shock therapies were introduced, a great deal of work has 
heen done with them. In general, all workers have reported at 
least some good results. However, there are invariably individ- 
uals who fail to respond. The present writers now wish to report 
on a series of 25 patients with schizophrenia, who had previously 
received ‘‘adequate’’ courses of insulin, electric, or metrazol shock 
or combinations of these therapies and yet had shown little or no 
improvement. Some of these had been recommended for lobotomy 

The report by W. L. Milligan} on convulsive therapy (intensive 
method) in psychoneurosis stimulated the present writers to use 
similar electric shock therapy on refractory cases of schizophrenia. 
Since Milligan reported regression in some of his cases, we set out 
to produce regression in our group. However, we soon found that 
the technique he used was inadequate for our purpose. 

\Ve started by inducing two to four grand mal convulsions daily 
until the desired degree of regression was reached. After about 
\) days to two weeks without treatment, regressed patients re- 
turned to their previous levels, but usually without their symp- 
toms. A number of these patients were well enough to go home 
and carry on as they had before the psychosis developed. We con- 
sidered a patient had regressed sufficiently when he wet and soiled, 
or acted and talked like a child of four. These patients became 
confused, could not take care of their physical needs and lost 
velght—despite eating, in some cases, as much as usual. Fre- 
quently, they had to be spoon-fed. As soon as treatment was 
stopped, confusion began to clear, and the patients improved in 
their eating habits and in their care of themselves. In about 10 
days to two weeks behavior was essentially normal and svymptom- 
‘ree. During this period, as patients returned toward their chron- 
ological age levels, their behavior and conversation concerned 

“Read before the Downstate Interhospital Conference of the New York State Depart- 
ment of Mental Hygiene, New York State Psychiatric Institute, April 21, 1948. 

}Lancet, October 12, 1946, I1:516. 
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events appropriate to the emotional and intellectual levels throug) 
which they were passing. At this time repression was removed, 
and they answered questions freely, frequently revealing spon. 
taneously, their conflicts at various age levels, material which was 
not obtained during mental examinations or anamneses. These 
data are useful in subsequent psychotherapy when patients finally 
emerge from their confusion. 

Sometimes the confusion passes rapidly and patients act as if 
they had awakened from dreaming; their minds seem like clean 
slates upon which we can write. They are usually co-operative 
and very suggestible, and thus amenable to psychotherapy. Or- 
dinarily such patients are easily de-sensitized to the conflicts re- 
vealed, or the therapists—lacking information of conflict— are able 
to steer them back to reality and away from their psychotic think- 
ing. When hallucinations or delusions are discussed, they do not 
usually remember them. In a few cases, some symptoms return, 
especially in the paranoid group; if these are of a superficial na- 
ture, they respond to a few days of further treatment. Our pa- 
tients seldom retained their organized delusions. In a few cases 
a full course of electric shock had to be repeated. The course gen- 
erally consisted of 20 to 30 treatments. The shortest course was 
11 and the longest 50. 

It is interesting to contrast this type of treatment with the 
standard technique of two to three treatments a week. In the lat- 
ter technique, when the patient responds, he begins to improve. 
After a few treatments, he gradually loses his symptoms, behaves 
better, puts on weight, and, by the end of the series, is greatly 
improved. In the regressive technique, the patient does the oppo- 
site; he becomes worse physically, loses weight, cannot care for 
his physical needs, and becomes gradually more and more con- 
fused. The confusion lasts for about 10 days after treatinent is 
stopped. In the standard treatment, confusion lasts only one- 
half to one hour following each application. Frequently, under 
our regimen, there is early mental improvement and it is very 
tempting to discontinue shock therapy, but we have found in this 
type of case that the early improvement is likely to be temporary, 
and we continue to treat until the regression is what we consider 
adequate. 
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Table 1. Relation of Diagnosis to Degree of Improvement 


- ‘Total 











Cc 
~ Catatonic a DP ree 3 1 6 1 11 
PORE okie aesaened 2 4 5 0 11 
Hebephrenic ........+.. 2 1 0 0 3 














W.and8........... 15 Pts. (5) 33% (5) 33% (4) 26% (1) 6% 
Not W. and 8. ..... 10 Pts. (2) 20% (8) 80% 





A—Home placement (convalescent status). B—Partial remission but nv suitable 
placement available. C—Employed in hospital (working patient). D—No improvement. 
\V. and §8.—Wetting and soiling. 


RESULTS 


Of the 25 cases 11 were catatonic, 11 paranoid, and three hebe- 
phrenic. The average duration was four and one-half years; only 
two eases of less than two years. The average duration for the 
paranoid cases was five years and five months; the catatonic, four 
years and five months; the hebephrenic, one year and 10 months. 
Only three patients had previously received single courses of in- 
sulin—50 treatments—without electric shock therapy, and one pa- 
tient had had electric shock therapy alone. The remaining cases 
liad had both insulin and electric shock therapy combined and/or 
more than one course of electric shock therapy alone; some had 
had metrazol as well. Although some patients had had previous 
remissions, we wish to emphasize their lack of response to earlier 
treatments during their current admissions. These treatments 
were, in most instances, more extensive than those administered 
before their previous remissions. 

Of the 25 cases reported, only one catatonic showed no marked 
improvement although she became well-behaved and able to care 
for herself. Seven improved sufficiently to go home. Of these, 
three were catatonic, two paranoid and two hebephrenic. Six im- 
proved sufficiently to be placed on convalescent status, but have 
remained in hospital for lack of suitable placements to date. Of 
these, four were paranoid, one was catatonic and one hebephrenic. 
“leven, who were previously unable to work, improved sufficiently 
to hecome workers; six of these were catatonic and five paranoid. 








320 REGRESSIVE ELECTRIC-SHOCK IN REFRACTORY SCHIZOPHRENICS 


We have seen no lasting ill effects. Although the patients looked 
physically ill and had profound memory loss at the end of a ‘‘re- 
gressive’’ series, the physical improvement is rapid once treat- 
ment is ended, and the memory returns almost completely. <A few 
patients seemed to have forgotten significant material in their 
lives, but as soon as an association was made, this material re- 
turned, 

During the whole period of confusion, behavior and feeding re- 
quire close supervision. While in maximum regression, bed-care 
is necessary because of wetting, soiling, and faulty co-ordination. 
Patients at this time are likely to fall and injure themselves. 

Our comparison of results with regard to ‘‘regressive’’ versus 
other forms of shock therapy is based on our ability to obtain im- 
provements and remissions. As to duration of results, time alone 
will give the answer. However, it is our feeling that the results of 
this treatment are more lasting in these refractory cases than the 
results of insulin or the other therapies. 

In conclusion, we wish to emphasize that the cases presented had 
recently received standard therapy with little or no improvement, 
and, although we did not obtain remissions in all, 24 showed im- 
provement of considerable degree and have retained it to the pres- 
ent. Some were apparently hopeless, and lobotomy had been ree- 
ommended. It seems appropriate to point out that 15 regressed 
to wetting and soiling; of these, 66 per cent are in remission (AB 
Group—Table 2) whereas in the 10 where no wetting and soiling 
occurred, only 22 per cent were in the AB Group. We, therefore, 
feel that a deep regression is the best procedure. This technique 
is a valuable asset to psychiatric therapy, where less drastic meas- 
ures have failed. 
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PSYCHOANALYSIS---A CRITIQUE 


BY HIRAM K. JOHNSON, M. D. 


in the following pages the writer will attempt to show that at 
the present time, coming closest to the phrenology and animal mag- 
netism of another age, both from the standpoint of cult value and 
in suecess in erecting an imposing scientifie fagade, is that disci- 
pline which has come to be known as psychoanalysis. The fact 
that at the present time psychoanalysis is making such strenuous 
efforts to be accepted into the American scientific world calls for a 
sober appraisal of its fundamental concepts. Accordingly, the fol- 
lowing critique will be addressed mainly to those students of the 
subject, who, while sympathetic, are yet desirous of maintaining a 
skeptical and scientifically-detached attitude. 

The following analysis will concern itself very little with the end- 
products of psychoanalytic thinking. Using a more radical ap- 
proach, it will deal rather with the fundamental tenets upon which 
the Freudian superstructure has been built and will attempt to 
demonstrate that certain of these are false and unscientific. At 
the same time, the reader will be asked to bear in mind how, for 
example, such disciplines as astrology and phrenology, despite our 
patronizing attitude, nevertheless contained some truths and were 
the beginnings of important branches of science. This, of course, 
is the history of the progress of knowledge; and it frequently hap- 
pens that from the wreckage of quasi-scientifie structures, a few 
solid bricks remain capable of re-arrangement into more durable 
constructions. 

In looking over the literature, one often has the feeling that the 
lreudian analyst is less concerned with results than with the fact 
that he is solely in possession of the one system of psychodynamies 
which purports to be thoroughgoingly scientific.’ Freudian ana- 
lvsts generally admit that the orthodox method is powerless,’ if 
not dangerous in the presence of incipient psychoses, that it fre- 
quently fails with the more severe neuroses and with most patients 
over the age of 40—unfortunately a period when the incidence of 
ental disorders begins to mount in geometrical proportion. It is 
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possible that the continuing poverty of results after half a century 
of trial has been the main reason for the disenchantment of those 
numerous Renans, raised within the bosom of the ‘‘Freudian 
Church’’ itself, schooled in the discipline, who are today the most 
telling crities of that method of psychotherapy, which, based upon 
a theory of infantile sexuality and ‘‘free associations,’’ has pro- 
duced of all branches of medicine the least space devoted to the 
statistics of therapeutic results.* 

Nobody as yet has quite succeeded in unscrambling the Freudian 
egg. The most vocal critics of the method all too often have only 
armchair contact and as yet no one has thoroughly investigated 
the dynamies lying underneath the Freudian psychodynamics. In 
each case the painful process of crystallizing out truths from much 
noisome and unscientific dregs must remain an individual opera- 
tion for the psychotherapist. 

The student of Freudian procedure will recall that there are de- 
scribed a number of ‘‘dynamisms’’ which are often listed as 17. 
These are thought to be specifie processes, unconscious devices for 
the mastering of inner stimuli. Scrutiny shows that practically all 
of these dynamisms can be subsumed under the concepts of con- 
densation and distortion.‘ Furthermore, it is an established fact 
that these two fundamental Freudian mechanisms are found to be 
peculiarly and intimately associated with the psychology of the 
dream. Dream analysis, indeed, is very important in this ap 
proach; and Freud himself has called the dream the ‘‘royal road 
to the unconscious. ”’ 

A more exact study of these ‘‘dynamisms’’—distortion, conden- 
sation, displacement, projection, ‘‘dream work’’ and the rest, 
shows that they are all closely related to something which is in- 
tegral to the psychology of dreaming and which has been ealled by 
workers in dream consciousness ‘‘thinking in quality complexes.”’ 
A careful analysis of dream-thinking reveals that the world of 
inner experience is not organized in isolated groups but that in 
place of abstract ideas there are perceptual analogies of ideas, dif- 
fuse complex qualities, with the result that clear-cut concepts as 
they are ordinarily understood are wanting. Hence one finds that 
instead of a content of consciousness with separate parts organized 
into a definite structure there exist instead, in the dream, and in 
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the reduced consciousness of reverie, undifferentiated, diffuse total 
expressions closely allied to emotion.’ It has also been emphasized 
that in the dream and in reverie, perceptual elements are always 
found to be very strong. Sensory images take on great import- 
ance and, by becoming symbols, or carriers for the total-complex, 
replace the abstract non-perceptual elements of ordinary wide- 
awake consciousness. All of us have had the experience, as we 
dropped off into sleep, of observing the train of thought gradually 
slip into a channel of visual images. It is therefore on the basis 
of this loss of constancy and definiteness in the structure of ob- 
jects—both as we have seen, fundamental to the psychology of the 
dream—that the basis of the more important Freudian mechan- 
isins is to be found. Alfred Storch, particularly, has pointed out 
how condensation and distortion have their foundation in think- 
ing in quality-complexes, so that parts of the phenomenal com- 
plex, even though non-essential, become the carriers of the whole, 
at the same time often indicating a definite affective attitude of 
the dream toward the persons and problems which have occupied 
the dreamer’s waking thoughts. This, therefore, is the ‘‘reduced’’ 
consciousness of the dream where symbols of various kinds replace 
non-pereeptual thinking. This is also the realm of autosuggestion 
and hypnosis—which are only effective in dreamlike or trance 
states. This peculiar variety of reduced consciousness is also es- 
sential to all suggestive hypnotherapeutic techniques of which it 
will be demonstrated the psychoanalytic technique is only a further 
example. 

From the nature of thinking in complexes, it may be readily seen 
how dream structures may be irradiated by the pride, lusts and 
destruetive tendencies which Freud attributed to those twin myth- 
ological constructs, Eros and Thanatos. At the same time, it is 
also seen how the dream can be interpreted as reflecting wishes for 
mastery; and, as a matter of fact, a perfectly workable system of 
psychoanalysis has been built on the Adlerian urge to power. Nor 
does this exhaust by any means the number of vectors which may 
he operating in the formation of dream symbols. Acting boldly 
upon his discovery that mental health is impossible where the en- 
tire religious complex or large parts of it are repressed, Jung 
found that dreams concealed religious or at least quasi-religious 
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drives, motivating impulses which in his terminology came to be 
known as archetypes. As a matter of fact, the symbolic potential- 
ity of the dream is enormous and very far from being exhausted. 
It leaves wide territory for future and possibly more effective 
‘‘analytical’’ systems. Rather grudgingly it is admitted by analysts 
that dream interpretation is a somewhat flexible matter and de- 
pends to a large extent upon the preoccupations, values and thera- 
peutic aims which the analyst maintains.° The electroencephalo- 
gram reveals that a not-inconsiderable part of the night is devoted 
to dreaming. Nevertheless, the dreams presented to the analyst 
at the analytical hour are of a very special kind and in their own 
peculiar symbolic language reveal how the dreamer is entering into 
the therapeutic nexus (transference) which is gradually arising 
between patient and analyst. This will always be true whenever 
dream material is used in any system of psychotherapy which will 
ever be worked out. 

The great and so far unanswerable question is: How much is 
read into the dream by the analyst and how much is valid, honest 
dream symbolism? It must be obvious sometimes that the analyst 
is allegorizing, is forcing interpretations, of course in a subtle, in- 
direct fashion under cover of the benevolent intention of curing a 
patient already inclined to a certain degree of gullibility in an ef- 
fort to get well. In extreme instances of such a nature, as one 
reads reports of case histories, one has the feeling that one is deal- 
ing with a sort of therapeutic folie a@ deux involving patient and 
analyst, an almost impalpable tissue of benevolent misconstruc- 
tions, of orthopsychiatrie fictions, which, to paraphrase reverently 
Tertullian’s great dictum, leaves the patient deluded, but happier 
and better adjusted.’ On the other hand, one is convinced that 
sometimes the dream is telling us something, that it is articulating 
psychological truths in its own peculiar language, that it is revea!- 
ing attitudes and memories or exerting some warning or regulative 
effect of which the patient has no central consciousness. 

Of psychoanalysis as an art, it is usually stated that it is the art 
of handling the counter-transference. This tacitly assumes that 
psychoanalysis is a hypnotherapeutie procedure and that what 
the patient believes he is finding within himself is weighted, to 
a large extent, by the various types of therapeutic dreams, the du- 
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hious system of ‘‘free’’ associations, which conform to the person- 
ality, ideology and ‘‘school’’ of the person conducting the analysis. 

llere again, unfortunately for exact science, one disappears into 
the dim twilight of thinking in quality-complexes, of suggestion 
and counter-suggestion; a tantalizing mélange of fact and fiction 
which is very far from the arena of laboratory experiment and 
impossible of proof and disproof. 

This brings up the exasperatingly difficult problem of the ana- 
lvtical transference. Intellectual self-knowledge produces what is 
usually described as superficial insight; and in all psychoanalyti- 
cal methods, this leads to stalemate, or therapeutic failure and is 
the strongest argument against brief counseling techniques. The 
permanent personality changes which attend a successful psycho- 
analysis are brought about when the patient interprets the dynam- 
isms in accordance with the conventions of the analytical system 
which is being used. Inability or reluctance to do so becomes re- 
sistance; the wish to get well is said to be balanced by the wish to 
iiaintain the neurosis—a statement which to the scientific skeptic 
lias many mysterious and dangerous implications. It would almost 
seem that the suecessful transference in all instances would de- 
pend upon the patient’s acceptance of a special gnosis closely al- 
lied to the theological concept of faith (pistis), a complex system 
of philosophieal fictions, the acceptance of which ealls for some- 
thing very close to religious conversion. 

liven a superficial examination will show a close similarity he- 
tween the problems dealt with in psychoanalysis and those dealt 
with in theology. First of all we have seen that the transference, 
that fundamental cog in the psychoanalytic procedure, is as much 
of a pistiological problem as a scientific one, strictly speaking. Fur- 
thermore the lusts (oral-anal-auto-, ete., erotism), greeds and fears 
dealt with in psychoanalysis have, as evils, been known to the the- 
ologian for quite a few years. In fact, all the neurotogenic, or 
neurosis-producing patterns which Freudian analysis attempts 
to destroy, the parental dominations and all the terrors and in- 
stinctual vagaries in the sexual sphere, are all, from the stand- 
point of the religionist, essentially evil. Those hoary entities had 
been known as evils for a long time before anyone thought of dress- 
ing them up in a scientific nomenclature. Nor is this fact altered 
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when attempts are made to pigeonhole these bad patterns, now 
suddenly become pathological patterns, in accordance with an in- 
fantile time-scale and the bizarre vagaries of a developing libido. 

A close study of the rationale of the psychoanalytic technique 
will reveal how, by a sort of negative conditioning, just as one 
would fight fire with fire, these bad, or negative, patterns are neu- 
tralized by a system of unpleasantness which stems from the 
l’reudian gnosis. In successful transference situations this is so 
powerfully impressed upon the patient that it seems to well up 
spontaneously from within. Thus, by a system of negative condi- 
tioning, faulty behavioral patterns caused by too powerful at- 
tachment to the mother become tinctured with incest-horror, greed 
is made to take on a seatalogical coloring, hatred becomes corre- 
lated with a supposititious death instinet, ete. All this is accom- 
plished by the patient’s ‘‘free’’ associations, the chosen weapon in 
the analyst’s armamentarium. 

Thus nastiness cancels out nastiness, negative qualities are mul- 
tiplied by negative qualities, the results being positive although, 
unlike the mathematical analogy, a rather dubious positive. If a 
drunkard receive an injection of emetine hydrochloride to thie 
point of nausea on every occasion of alcoholic relapse, he will 
quickly associate whiskey with vomiting—the therapeutic basis of 
the treatment of alcoholism by negative conditioning. Similarly, 
when the overgrown mother’s boy, with a stunted emotional life 
and faulty behavioral patterns rooted in long years of childhood 
pampering and maternal over-protection, is filled with faith in the 
truth and efficacy of the Freudian gnosis, he will gradually treat 
with incest-horror the infantile roots of those maternally-condi- 
tioned behavioral patterns into which he has some intellectual in- 
sight and which he wishes to eradicate until, so to speak, they 
wither and die. According to the convention which the patient 
will finally accept in his wish to get well—something which as we 
shall see comes very close to religious conversion and which is es- 
sentially a gap-closing Gestalt mechanism—the faulty maternally- 
conditioned patterns were actually incest cravings and had been 
all the time, but had been transformed into neurotic behavior in 
the mysterious Freudian alembic. If the patient will only push 
back his memories far enough into infancy, or at least succumb to 
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the subtle innuendoes and other therapeutic sleight of hand which 
encourages ‘*memories’’ to be pushed back, he will remember this 
as actual personal experience. 

‘his negative conditioning, to be fully effective, must take place 
within a certain interpersonal framework. This is known as the 
transference, which in reality is a species of psychodrama wherein 
the analyst takes upon himself the role of the father, mother and 
other key figures who have been important in shaping the patient’s 
developing personality. In the usual conception of psychodrama, 
there is a plurality of actors who undertake the roles of parents 
and other persons who have been of psychobiological importance 
in the growing life of the child. In the transference situation how- 
ever, there is only one actor, the analyst, who has the delicate task 
of making the patient cast him, the analyst, in these various roles, 
of evoking the necessary projections by skillful dream analysis and 
other oblique devices in such a fashion that the patient believes 
the process is originating within himself. 

if the patient proves refractory to such benevolent make-believe, 
ie is generally considered unanalyzable: the necessary framework 
is lacking wherein negative conditioning can be maximally effec- 
tive. It is only in strong transference situations where the pa- 
tient’s confidence is completely gained, his credulity heightened 
and his eritieal faculties held in abeyance, that the hysterically 
anesthetic hand of the mother’s boy can be cured by being made to 
touch the maternal vulva at the age of two months, that too strong 
a father tie can be broken by ‘‘reviving”’ infantile fellatio ‘‘mem- 
ories,’’? and, depending upon the psychobiological facts of the case, 
other varieties of bad behavioral patterns can be broken up by the 
various orthopsyehiatrie Yahooism used in the negative condition- 
ing process. 

llere again, in the transference phenomenon, the Gestalt psy- 
chologist will recognize something very close to the religious con- 
version which is also marked from the psychologist’s point of view 
hy the appearance of guided patterns of projections. 

One may seriously object that this procedure can scarcely be 
called a science. As a matter of fact, this process is far less con- 
cerned with cause and effect—which is science in the stricter sense 
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thing else. And here the psychoanalytic process must proceed as 
if in effect it were promulgating causes and effects. Otherwise the 
system will not work. This was true of mesmerism and will be true 
of all cults which have any therapeutic efficiency. Here one might 
very well speak of orthopsychiatrie delusional formations,‘ in 
which the patient gives up his better judgment, but occasionally 
loses his neurosis. The physician should probably countenance all 
such procedures as possible therapeutic ‘‘stunts,’’ as long as his 
thinking concerning the dynamics involved does not get be- 
fuddled, 

It will be seen that the Freudian psychology regards the adult 
personality as a composite of Jekylls and Hydes, but is concerned 
exclusively with the Hydes. These, it sets about to deracinate by 
the infantile roots, using a bizarre yet historical and sometimes 
effective method of negative conditioning. The chief weapon, as 
has been noted, in this infantine bogy hunting is a highly special- 
ized variety of associations which are anything but ‘‘free.’’ 

Two things are necessary in this long course of negative condi- 
tioning which may run into hundreds of analytical hours—theo- 
logical pistis, that is, faith, or at least a pragmatic acceptance o! 
the workability of the Freudian method, and a strong desire to 
get well. 

The outstanding contribution of the Freudian psychology is the 
fact that it views the personality historically. It treats the neu- 
rosis or psychosis as only the latest chapter in a long life history, 
not as something isolated and suddenly sprung de novo, but his- 
torically and organically related to the patient’s past life. his 
historical approach to personality is utterly beyond reproach, and 
must be the basis for any scientific approach to this problem. 
Wordsworth has said: ‘‘The child is father of the man.’’ The 
time is past when mental illnesses can be thought of as something 
suddenly arising in a perfectly healthy personality. This histor'- 
cal searching into the past is always one of the vectors operating 
in the so-called Freudian ‘‘free’’ associations; and one must be 
thankful to Freud for a method which is historical and which is 
pledged to tracing personality structure back to its formative 
period, 
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Hlowever, one should be less grateful for the second vector oper- 
ating in the Freudian ‘‘free’’ associations; the systematized nasti- 
ness (unfortunately no impressive Neo-Greek equivalent comes to 
inind), the stuff which constitutes the chief differentia between Man 
and the other branches of the Anthropoideae, the material used 
‘or the negative conditioning, which forms the warp of the Freud- 
ian fabric. It was said of Jonathan Swift, another morose casti- 
vator of humanity and a misanthrope to the grave, that he **threw 
balls of filth, famous for sticking and stinking.’’ But according to 
the Freudian gnosis, whose subtle perversities almost defy resolu- 
tion, the nastiness was once loved and admired; once it formed the 
central essence of what in the infant’s soul must constitute the 
whole notion of ‘‘the true, the good, and the beautiful,’’ but which 
in the warped adult is allegedly converted into neurotic sympto- 
matology. ‘This ingrained evil which forms the central essence of 
man’s instinctive and emotional mainsprings is inherited by the 
adult ‘Id’? and must be constantly repressed, constantly ‘‘subli- 
mated’’ by those who are fortunate enough to do so. 

lt is impossible to overemphasize the fact that the direct impli- 
cations of the concepts and methods of psychoanalysis inevitably 
lead the researcher into the area of theology. The continuous and 
ost vocal disavowal of this fact on the part of the psychoanalyst 
is most instruective.® But if psychoanalysis is a religion, it runs 
creat risk of being a negative one. As a method based on a system 
of negative conditioning, it reminds one of those ancient manuals 
of devotions composed entirely of exorcisms."* Again, one must be 
crateful to the Freudians for isolating and determining the anat- 
omy of the various Hydes which make up such a fascinating por- 
tion of mankind, and for the historical approach which attempts to 
deracinate them by their infantile beginnings. Yet one cannot help 
suspecting that for some the poisonous fluid used in this sanative 
operation has come to represent the central value and meaning of 
life itself, as one sees in a psychological system which, having cre- 
ated the twin pools of Eros and Thanatos, seeks to engulf within 
them, all the vital instinctual life energies. 

sut further insights, and much deeper ones, into the inner work- 
ings of the psychoanalytic method are to be gained from the an- 
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thropologists. This new approach deals with the dynamic pro- 
cesses underlying the phenomenon of civilization itself. 

‘*Civilization,’’ that fragile and most recent acquisition of man- 
kind, it would appear from the work of Briffault"’ and others, is 
to be explained in great part as & vast expansion and diffusion of 
the parental instincts. This phenomenon must be largely explained 
as a process or complex of processes directly related to that pro- 
longed period of infantile dependency and protection which al- 
though outstanding in the other members of the anthropoid stem, 
is essentially human. Herbivorous animals, all animals with short 
weaning periods, are notoriously incapable of being tamed or 
‘‘civilized.’’? The process of civilization is only possible when the 
organisms susceptible to this process are exposed to the civilizing 
influences at an extremely early age; the earlier the more effective. 
This phenomenon is something quite different from Freud’s theory 
of the development of the super-ego which he places relatively late 
in his libidinal time-table. Thus, to a naturalist arriving from an 
other planet with the specific project in mind of studying that one 
branch of the higher apes whose hand is structurally capable of 
handling tools, the incidental phenomenon of civilization itself 
might very well appear like an almost pathologically-prolonged 
puppyhood. Such a naturalist would note as something very re- 
markable the extraordinary prolongation of the period of training, 
affection, tenderness and protection which in homo sapiens extends 
into early manhood and beyond. Furthermore, if our researcher’s 
interests extended to the ideological and religious framework of 
various cultures, he would note how childhood with its simplicity, 
directness, trust and spontaneous empathy gives its stamp to all 
civilized religions in distinction from savage ones. 

Now, if civilization puts a tremendous positive evaluation on the 
spiritual core of childhood, the essence of the Freudian technique 
is to give an equally strong negative devaluation. The following 
‘*pnoem’’ for example, was produced by a patient undergoing treat- 
ment: 

The world was dark . . . black and dusty sepia with crawling 
green and livid putrefaction. Not a soul was about. The noiseless 
creep of the maggoty mobs moved from glut to glut. A flutter of 
wind made the noisome stench rise and hit savagely at nostrils 
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which were not there. Nothing was there but hideous, cruel noth- 
ingness maniacally slashing this way and that; torturing itself to 
reach and crush a human sense. 

‘The following is the analyst’s interpretation: 

‘The seene is a cradle. A new-born babe is in it. 

‘**The world was dark’ . . . indicates it is night . . . ‘black and 
dusty sepia’. . . refers to the colour sensation of darkness. . 
‘with crawling green and livid putrefaction.’ Here the reference 
is to the crawling sensation of gases within the bowels and the 
colour-impression ‘green and livid’ was due to eye sensations 
caused by the congestion from held-in breath. ‘Putrefaction’ de- 
notes a general noisome smell of enclosed body and napkin aromas. 
it is a picture of that darkness and its accompaniments and all it 
meant in sensation to the infant run into one sentence. 

‘* “Not a soul was about.’ This means everything was absolutely 
quiet. There was no other life nor movement within that room. 

‘**The noiseless creep of the maggoty mobs moved from glut to 
glut.’ This is conveying the sensation of the gaseous movement of 
the bowels; first in one part of the abdomen then in another. 

‘** 4 flutter of wind made the notsome stench rise and hit sav- 
agely at nostrils which were not there.’ In this sentence is ex- 
pressed the idea that the baby is only conscious of the discomfort 
of a bad odor and is not yet aware through which channel of its 
body the unpleasantness is being felt. In this instance through the 
hose, 

‘* *Nothing was there but hideous, cruel nothingness maniacally 
lashing this way and that; torturing itself to reach and crush a 
human sense.’ The ‘cruel nothingness’ is the intangible thing that 
was attacking or about to attack. Fear is rising because a stench 
is gradually invading the air, bringing with it the recollection of 
what had happened before. (At birth a faecal smell attack had re- 
sulted in a trauma that had considerably affected the subject’s 
whole life.)’’!? Ete., ete. 

There are other aspects of childhood, of course, but from the 
pages of psychoanalytic literature, one would never surmise as 
much, And for this there is a very excellent reason which is the 
essence of the Freudian procedure itself, which is the secret of its 
modus operandi. The essential psychodynamic underlying the 
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fabric of civilization, the peculiarly-human diffusion of the par- 
ental instincts over all interpersonal—yes, even cosmological re. 
lationships—puts a strongly positive evaluation on infancy and 
childhood. An equally strong negative evaluation permeates the 
method of Freud. The truths underlying the theory of infantile 
sexuality which in an almost mystical fashion were revealed by the 
‘*free’’ associations and inspirations of Freud, very well suggest 
what might be called a counter-process—a de-civilizing counter. 
process. Thus as a result of this counter-process, when conditions 
are right and the procedure is working smoothly, one sees the clini- 
eal picture of an over-civilized psychoneurotie gradually replaced 
by another clinical one. In the dim therapeutic twilight which ac. 
companies this ‘‘analytical’’ procedure, one is reminded of thiat 
strange world of Henry James’, The Turn of the Screw, populated 
by evil little children. Here for some time, our patient must re- 
main in this surrealistic domain of orthopsychiatrie fictions, of 
ego-syntonic myth-making, without compass points or direction, 
save for a depth-psychological schema in accordance with which 
‘* profundity’? as an explanation of human behavior is correlated 
directly with a negative devaluation of infaney and childhood, in- 
creasingly so as the earliest years and months, nay even birth 
pangs, are approached. Eventually, after a period of months or 
vears in this weird atmosphere our patient will hope to emerge bio- 
logically better-integrated but with all excess sentiment removed 
as by some delicately organized functional surgery. 

Ilence it is that all romantic sentiment, devotion, all idealism and 
such concepts as the brotherhood of man must be suspect to the 
completely logical Freudian as useless infantile residuals, as forms 
of emotional immaturity which can very well interfere with the bio- 
logical efficiency of the human organism. 

At once, there presents itself the analogy of pre-frontal leu- 
ecotomy, that other grim testimonial to human over-encephaliza- 
tion, an analogy however, which does not stand up very well. For 
leucotomy, in a very crude and naive way, addresses itself so to 
speak at a top-heavy symbolic superstructure, whereas Freudian 
psychoanalysis is aimed at the dynamies underlying civilization 
itself; its goal, if one may revive a quaint term, is a spiritual one. 

Limited space does not permit examination of all the loose ends 
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in the Freudian system, products of hurried thinking and the emo- 
tional needs of the Freudian. What for example should be done 
with that apperceptional Cheshire Cat, the Freudian concept of 
‘‘insight’’?, One wonders what would happen if one adequately 
trained in philosophical discipline should apply to this dubious en- 
tity, Kant’s concept of a transcendental unity of apperception, the 
notion of a self always somehow the same yet throughout the 
analytical procedure continually changing and reorganizing ex- 
perience in accordance with buried truths central to all human na- 
ture—but also in accordance with the patient’s suggestibility and 
the analyst’s skill in suggestion (skill in manipulating the counter- 
transference). 

Again in the familiar breaking through of ‘‘resistance points,”’ 
with the **spontaneous”’ evocation of much infantile unpleasant- 
ness construed in causal relationship, one wonders whether one 
does not approach Herbart’s concept of an apperceptioral mass 
wherein true memory-residuals, suggestibility and the desire to 
vet well—*‘orthopsychiatrie fictions’’—all become possible vee- 
tors, however mysterious as to their relative potency. 

llere the student will realize that the present breach, a very 
recent one, between psychology and philosophy is not an unmixed 
blessing. Especially is this true of psychoanalysis whose funda- 
mental postulates are so much in need of clarification. There is a 
erim warning in the subsequent history of mesmerism and phren- 
ology which betrayed a quite similar disinclination to think 
through fundamental premises and method in their logical and 
epistemological implications. 

An obvious explanation of the rise of the Freudian psychology 
stems from the fact that with the dying out of the religious life in 
our western civilization, the resulting vacuum should eall for some 
kind of seeular priesthood. And it is precisely in our respectable, 
upper economic brackets, where as always the religious impulse is 
at its lowest ebb, that the analyst has established himself in a 
sacerdotal eapacity. Always indignantly disclaiming any such 
role, the analyst functions here as a pseudo-religionist making 
quite dogmatie pronouncements as to ‘‘good adjustments’’ and 
“bad adjustments’’ and, if a Freudian, preaching the gospel of 
heterosexual grace." 
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If one wonders at the tenacity of the orthodox Freudian school, 
one must face the possibility that its small but persistent vitality 
derives less from scientific solidity than from its cult value for 
certain types of individuals. These for the most part have the 
same cultural, ideological and psychosexual problems. Here it 
must be remembered that at the beginning of the twentieth cen- 
tury, the educated European was in a frame of mind that would 
seriously consider any doctrine whatsoever of human nature, no 
matter how fantastic, no matter how destructive of human values, 
As in a long military campaign, Man’s cosmological complacency 
had suffered a series of setbacks from Corpernicus through Dar 
win. It would have been extremely hazardous to deny categori- 
‘ally any doctrine whatsoever which tended to devalue human na- 
ture, merely because such a doctrine was repellant and even bi- 
zarre. At that time, the question did not arise as to whether the 
doctrine of Freud did not cloak an unconscious misanthropy, a 
cultural paranoia.’* <A full exposition of Freudian psychoanalysis 
must await a better understanding of the man Freud and all his 
problems; his pride, his bitterness, and his hatred of the culture 
into which he had suddenly been thrust and which he found so 
little to his liking.’® 


SUMMARY AND CONCLUSIONS 

It is quite possible that the chief contribution of Freudian psy- 
choanalysis to any profounder and more nearly true science of the 
mind will have been in the fact that it stressed the historical de- 
velopment of personality and explored methods of bringing into 
focus those interpersonal awarenesses, memories and emotional 
attitudes which normally belong to the periphery of consciousness. 
Nevertheless, the history of magic and experimental science re- 
veals a tendency, persistent enough to be considered normal, for 
each successive phase of culture to maintain something comparable 
to a blind spot for its cults and most characteristic errors. It is 
the author’s conviction that Freudian psychoanalysis illustrates 
this phenomenon and corresponds to the vogue of phrenology and 
animal magnetism in the preceding century. 
Sound criticism of the Freudian method has been extremely dif- 
ficult because of the need for first hand, experiential knowledge 
of the method. 
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llowever a serious indictment may be found in the continued 
poverty of results after a half-century of trial with the more se- 
vere personality disorders especially in the advanced age groups. 

Much of the popularity of the method has derived from the fact 
that it has borrowed heavily from the terminology of physics and 
such pseudo-scientific psychologies as the Herbartian, and that 
from the beginning it has hidden behind the aegis of science. 

Despite its bulk and complexity, Freudian psychoanalysis must 
he described as a perfectly logical and coherent system, yet must 
he put in the same category as phrenology, animal magnetism and 
such unreal mathematical systems as the Lobachevskian, in that 
its initial premises are false. 

The fundamental fallacy will be discovered in the concept of 
‘free’? associations, the basic concept upon which the entire su- 
perstructure is built and upon which all the scientific pretensions 
of psychoanalysis are based, 

These ‘‘free’’ associations are in practice channeled into a defi- 
nite and restricted range of categories and are guided and given 
value and stress by the system of preoccupations which the analy- 
sand quickly comes to perceive in the mind of the analyst. 

Therapeutically, the most important of these ‘‘free’’ associa- 
tions are those negatively-toned associations which in favorable 
cases lead to negative conditioning and the control or suppression 
of those attitudes, drives and sub-personalities which the patient 
wishes to eliminate. Herein lies the ‘‘sting’’ of orthodox psycho- 
analysis concerning which Freud spoke in his later work’ and 
which comprises approximately one-half of the dynamics underly- 
ing the Freudian psychodynamics. 

The process of negative conditioning to be effective must in all 
instances come from the patient and although subtly evoked and 
vuided by the analyst, must appear as ‘‘spontaneous’’ insight. 
l‘requently this process correlates with what is known as the 
‘‘breaking through of resistance points.’’ 

These ‘‘insights,’’ so essential to the Freudian procedure, depend 
in turn upon the patient’s acceptance of a special gnosis which 
pon analysis is seen to resolve itself into what may be described 
as a system of ego-syntonic fictions, an unproved system of causes 
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and effects, of what might be described as orthopsychiatric delu- 
sional formations in which the wish-fulfilling element is contained 
in the patient’s wish to get well. 

Certain essentials of the method: the necessity for skill in han- 
dling the counter-transference; the darkened room; the couch: 
‘*free’’ associations, which as we have seen actually cloak an ac- 
tive role on the part of the analyst and are anything but free; the 
passivity; but, most of all, the emphasis on dreams stamp the 
Freudian method as a basically unscientific suggestive or rather, 
hypno-suggestive psychotherapeutic technique. 

Serious questions as to a second vector operating in the analyti- 
cal procedure relate to certain inherent characteristics in the phe- 
nomenon of civilization itself. Anthropology and comparative 
psychology provide strong evidence that an essential ingredient in 
civilization is a close-knit and pervasive organic interaction be- 
tween the periods of childhood and adulthood in the lives of all 
civilized individuals. 

This being so, the intensely negative devaluation placed on child- 
hood in the actual practice of psychoanalysis, constituting a sizable 
chunk of the ‘‘free’’ associations, points to something equivalent 
to what might be termed a de-civilizing mechanism. 


It is the author’s suggestion that this makes up the second vee- 
tor operating beneath the Freudian method, that it is always pres- 
ent where the method has any therapeutie efficacy and that it is in- 
timately related to the systematized negative conditioning. The 
effect of such a de-civilizing process would be to substitute a cer- 
tain ‘‘toughness,’’ not infrequently tinetured with psychopathy, 
for the overcivilized (in the sense of being poorly integrated) psy- 
choneurosis. Here there would be a grotesque resemblance to 
pre-frontal leucotomy. 

From the nature of his traumatizing background, it is quite pos- 
sible that Freud was ambivalent in his therapeutic aims, and in a 
‘*scientifie’’ system which purports to heal, projected not a little 
of his cynicism and misanthropy. 


Rockland State Hospital 
Orangeburg, N. Y. 
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16. See for example Freud, Sigmund: New Introductory Lectures in Psychoanalysis, 
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EDITORIAL COMMENT 


ASSCULAPIUS AT THE DESK 


That there is more to psyechiatry—and to any other branch of the healing 
art, for that matter—than its clinical aspects is a matter we are all sup- 
posed to have learned in pre-medical kindergarten. But some of us do 
not seem to have learned it very well. If the general practitioner—to serve 
his patients better, as well as to safeguard his own interests—must know 
something about how to conduet an office, the hospital staff member, whether 
a psychiatrist or other specialist, should know something about how to 
conduet a hospital. 

The complaint is frequent today—and the threat to good medical care a 
real one—that medical administration is, in increasing numbers of in- 
stances, being taken out of physicians’ hands. The complaints recite that 
lay administrators make bad decisions because of insufficient training and 
knowledge and that physicians must take orders in professional matters 
‘rom non-professional persons. This situation may be found in special and 
veneral hospitals, health agencies, clinics and institutes. 

Ye feel that the physicians themselves are primarily to blame for this 
and that secondary blame rests on the failure of medical education to 
stress the administrative and business aspects of a career in medicine. Com- 
monly, the physician scorns paper work of the most rudimentary type; 
ie avoids anything smacking of administration; he is even reluctant to 
seek medical society office. One often hears a physician remark that he did 
not spend 15 years learning to be a doctor only to end up as a clerk. To 
this typical disgust, must be added the nausea felt by many physicians at 
the plethora of desk work and red tape with which they were overburdened 
during service in the armed forces. It should also be noted that this gen- 
eral attitude is reinforced by the reputation for impracticality which the 
medical profession has had over many years. It was once almost a point 
of honor, a testimonial of selfless devotion to his patients, for the old-time 
horse-and-buggy doctor to die leaving an estate of uncollectible bills, bad 
stocks and indecipherable bookkeeping. In more recent years, physicians 
lave maintained a very poor reputation generally for business sense, fiscal 
planning and organization ; they have shared places of honor on the ‘‘sucker 
lists’’ of shady promoters with widows, clergymen and college professors. 
And as a result of all this, nurses, office workers and other laymen of vary- 
ing backgrounds have been forced into administrative hospital positions. 

It is our considered opinion that this is a most disquieting situation and 
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that it is the duty of the medical profession and of medical educators to do 
something about it. In the periodie uproar over the question of ‘‘social- 
ized’’ medicine, one of the most telling points made by the opponents of 
government medicine is that lay persons in authority should not be per. 
mitted to over-rule physicians on questions concerning such matters as 
amounts and types of medication, diets, surgical equipment and _ hospital 
supplies in general. But if the physician will not learn medical economies, 
non-professional people are going to dictate to him on precisely these points 
—in private as well as public hospital work. So far as the psychiatrist is 
concerned, there are matters in which the management and treatment of 
mental disorder present even more difficulties than those faced in the con- 
duct of a general medical institution. A well-trained medical man is 
needed for the management of any general hospital; it is our contention 
that, for the administration of a psychiatric hospital, an administrator must 
be a well-trained and thoroughly-experienced psychiatric specialist in addi- 
tion. 

In mental hospital work, even the most casual decision on the administra- 
tive level may involve a psychiatrie principle or may require a precise 
knowledge of the behavior of the mentally ill. Furthermore, considering 
that the therapeutie program of an institution reflects the clinica! interest 
of its director, we do not subscribe to the view that good clinicians should 
invariably remain elinicians and shun administrative work altogether. 
Some of the finest clinicians we have known have also been among the most 
brilliant administrators—and the best of them have retained their interest 
and participation in matters clinical. Not least among the requisites of a 
good clinician, are what we ordinarily call common sense and a good ana- 
lytical mind; these, of course, are elementary requirements for any sort of 
administration and are doubly so in the hospital situation where the pri- 
mary function is clinical. To these, among other things, must be added 
a quality too rarely found today, which may, perhaps, be characterized as 
the ‘‘faculty’’ for smooth administration. 

But the faculty for smooth administration is something which any well- 
poised, well-trained individual should be able to acquire. It would scem 
that the medical course and the period of general internship would make 
ideal times for the beginning of instruction. With courses of appropriate 
nature, it should not be too difficult to teach the young physician that, in 
hospital work, the comfort of patients, their housing, their diet, the morale 
of the medical and nursing staffs who care for the ill, may at times assume 
almost as much importance as personal skill in internal medicine or surgery 
and that all these matters must be conceived of, and administered as, medi- 
eal measures. The physician-group as a whole should accept its responsi- 
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bility for training in administration; and promising candidates among 
voung physicians should be diverted to the administrative field. 

"With specialization, particularly with psychiatrie specialization, we be- 
lieve that emphasis should be divided equally between training for clinical 
and for administrative work. We believe that in staff meetings, for exam- 
ple, general discussion of administrative problems should not be left until 
the tag-end of all other matters, but that there should be special siaff meet- 
ings exelusively devoted to this phase of the work. We believe books and 
journals bearing on this subject should be generally available in our hos- 
yitals and that the taking of training courses should be actively encouraged. 

We think that in the training of administrators, training for personnel 
administration should be prominently featured. It is surprising how little 
we have applied our own science to the management and understanding of 
our personnel. In days when increasing numbers of psychiatrists are being 
sought as personnel advisers in industry, discussion of the application of 
our principles to our own personnel problems has been notably lacking. 

The situation of the general hospital employee is unusual and that of the 
mental hospital employee unique, for both deal with problems of human 
health and disease; and the mental hospital employee, in addition, must 
cope with those of mental derangement. Not so many years in the past, 
the lot of the ‘‘asylum guard’’ was no easy one; he put in long hours at 
most exacting work at low wages; his opportunities for advancement were 
strictly limited; and his general outlook was exceedingly dim. In recent 
years, the situation in New York State has brightened markedly; the psy- 
chiatrie attendant now has higher wages, longer vacations, better working 
conditions, shorter hours. New positions have been set up to enlarge op- 
portunities for promotion; and a positive program of training—which was 
largely suspended during the war years—has already had visible results in 
lifting morale. 

(Juite aside from the peculiar nature of the problems the emplovee must 
lace, there is another aspect to mental hospital employment which is not 
commonly encountered elsewhere. A mental patient is committed specifi- 
cally to the care of a hospital medical director. That director must take 
‘ull responsibility for the welfare of the individual patient. To take full 
responsibility, he must control his hospital as a unit, with the same sort 
of complete authority which a sea captain must exercise for the safety of 
iis passengers, his crew and his ship, once his ship is at sea. 

To exercise such authority justly and impartially is another matter, and 
one which, unfortunately, is not achieved automatically by aequiring pro- 
ficieney in elinieal psyehiatry. The problem is particularly difficult in days 
of turmoil involving everything from international to familial relationships 
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—and in a period of employer-labor dealings in which increased _ pit. 
terness has resulted from a pronounced swing to the left, followed by a re. 
turn of the pendulum somewhat closer to the center. The public employee 
is in neither the position nor in the bargaining organization of the union 
member. All the greater is the responsibility of the public emplover toward 
him. And all the greater is the necessity for the publie employer to be 
skilled in personal relations, for today’s employee cannot but be affected 
indirectly by the attitudes of his neighbors and fellows who are employed in 
private industry. 

Today’s administrator cannot use some of the various devices brought 
into play in the past to enhance the authority and dignity of the hospital 
head. Those of us long in the service can recall instances of orders, rules 
and regulations which resembled unnecessarily the most severe military 
discipline. We ean recall hospital heads whose patients generally received 
good care but who were tyrannical, dictatorial and aloof to their employees 
—upon whose loyalty and co-operation, nevertheless, they relied for their 
patients’ care. There has been more than one instance where patient-care 
has deteriorated—with even publie scandal—as a result. And also as a re- 
sult, there have been moves in some places to curtail local administrative 
autonomy, with little benefit to the poorly-administered hospitals and more 
than a little harm to the good ones. 

It is our contention that adequate training in administration would elim- 
inate most of these personnel clashes. We need to teach our medical and 
other staff members to settle grievances promptly at the lowest possible 
level. We need to make it certain that administrative officers appreciate 
the necessity of early meetings with employees at mutually convenient times 
to discuss grievances or to explain facts. 

We have in mind, too, the principle that, whatever the rules may be, an 
accused employee should always have the opportunity to face his accuser 
and, regardless of the fact that the rules do not invariably require it, it is 
only fair to state that the holding of hearings in all cases is the genera! 
practice. One may justly remark here that obligations are reciprocal and 
that understanding by the employee of his part in the organizational struc- 
ture is as important a part of administrative training as is understanding 
by the administrator. To this end, we believe that programs of indoctrina- 
tion for the employee in the worth of his position, in its dignity and re- 
sponsibility, in the loyalty and co-operation required, are an integral par‘ 
of a comprehensive administrative program. 

One has the right to assume that the person attracted to psychiatrie work. 
in whatever capacity, has strong capabilities for human sympathy and un- 
derstanding ; we are all colleagues and fellow-workers ; we should find some 
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other field of activity if we cannot regard each other as friends. It may be, 
» fact, that mutual trust and friendship are the keystones of successful per- 
sonnel work—in the psychiatric field as elsewhere. Further than that, con- 
sidering that healthy inter-personal relations are at the core of all psycho- 
therapy—emanating constantly from everyone having contact with patients 

employer-employee relations, in a psychiatric hospital in particular, 
should set a high pattern for employee-patient relations. 

So much for the personnel problem, which is only one of many! 

In the wide administrative field of which personnel relations are only one 

ase, much is already being done, but much more is needed. Two years 
ago, for example, the New York State Department of Mental Hygiene estab- 
lished courses in mental hospital administration, designed for assistants who 
were completing the training and experience necessary for appointment as 
directors. To the best of our knowledge, this was a pioneer step. From 
within and without the department, experts in the various fields concerned 

our work, such as architecture, building-maintenance, food service, 

budgeting, hotel management, sanitation and personnel relations, partici- 
pated in the training program. Interest and participation of those attend- 
ing have been enthusiastic. 

it is our feeling that interest and participation would be even more en- 
thusiastie and results even better if training in administration were given 
earlier—if the young physician were indoctrinated from the days of medi- 
cal school with the idea that sound administration is an integral part of 
the sound practice of medicine. That better care of patients would result 
‘rom more intensive training in, and orientation toward, administration— 
‘ar as such a project is from the ‘‘clinical field’’—is very certain. 
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The Engrammes of Psychiatry. By J. M. NiELseNn and G. N. THompsoy. 
xix and 509 pages. Cloth. Charles C. Thomas. Springfield, Ill. 1947. 
Price $6.75. 


The authors of The Engrammes of Psychiatry, Drs. J. M. Nielsen and 
G. N. Thompson, have examined the superstructure of psychiatry and its 
complex culture with the urge to separate truth from fiction. In fact, the 
authors aecept discoveries which constitute the body of psychiatric culture 
as long as the discoveries are based on observations with apparently obvi. 
ous conclusions; and no interpretations are accepted by them which seen 
clearly at variance with intelligent observations. In fine, the anatomy and 
physiology of human behavior, as far as known, are presented in this fac- 
tual record and truthful source of information on all phases of psychiatry 

Professors Nielsen and Thompson (of the University of Southern Cali- 
fornia) are both psychiatrists of note with extensive clinical experience, and 
are ably qualified to examine in detail The Engrammes of Psychiatry. 
Under this title they have delineated, gathered, and systematized the neu- 
ronal patterns of normal and abnormal thought and behavior. Psychiatry 
is here considered as concrete and factual: It is shown to be rooted in th 
basie sciences of anatomy and physiology. 

Drs. Nielsen and Thompson define psychiatry simply as ‘‘the scienc 
of the abnormal mind.’’ They feel that psychiatry has developed an enor- 
mous superstructure and a tremendously complex culture without a foun- 
dation of material substance, and that it has been ‘‘too poetic and too |it- 
tle factual.’’ The authors take the attitude in their volume that there is a 
truth—‘‘a truth in itself’’—about psychiatry and that that truth will ulti- 
mately stand, regardless of challenge or rejection. To them, psychiatry 
must be based on observations, not interpretations; and all psychological 
and psychiatric observations correctly recorded are true. 

Some of the more significant chapters in The Engrammes of Psychiatry 
deal with econation, the instincts, concepts, psychoneuroses, addiction and 
habituation, psychopathie personality, involutional disorders, idiopatliic 
epilepsy, congenital mental disturbances, psychiatric gerontology, psycho- 
somatic medicine. The authors in all of their discussions accept the dis- 
coveries which constitute the body of psychiatrie culture. Freud’s factual 
contributions of psychoanalysis; Adler’s faets on the urge to power: 
Kretsehmer’s facts on the relations of body types to mental trends; Bleu- 
ler’s and Jung’s contributions, including word association; Janet’s re- 
corded cases of psychoneuroses; Prince’s work on multiple personalitics, 
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including his concept of co-consciousness; the factual contributions of 
Meyer; the work on therapies and narcosynthesis—all these are aecepted 
by the authors since, they argue, they are based on pure observations, on 
scientific method. Any elaim which is disproved by known facts of cerebral 
physiology is discarded by the authors. 

Then, what are some of the authors’ negations? They discard the entire 
concept of intrauterine psychie trauma, because, Drs. Nielsen and Thomp- 
son argue, ‘‘even at birth the association areas of the brain are unmyelin- 
ated and hence associations cannot be formed before birth.’’ Also, they 
hold that there is no such thing as an ‘‘instinet to suicide’’; they profess 
the belief that suicide is intellectually conceived and not instinetive. The 
authors further believe that conation, instincts, emotions, beliefs, delusions, 
iallucinations, thoughts and concepts all have an anatomical and physio- 
logical basis. And they believe, again, that the anatomy and physiology 
of the brain offer the only true basis for an understanding of mental dis- 
turbances. 

In seeking the engramme patterns which underlie human behavior, Niel- 
sen and Thompson attempt to elaborate on the work already acomplished 
in great part by investigators like Wernicke, Flechsig, Bastian, and Kleist. 
In gathering, analyzing, synthesizing and organizing quantities of psychi- 
atrie and psychological material, the authors present an admirable and 
valid system of biological psychiatry, from which psychiatric mysticism, 
whieh has puzzled physicians in other branches of medicine, is somehow 
removed. 


The Personality of the Preschool Child. The Child’s Search for His 
Self. By WerrNER Wo.rFr. xvi and 341 pages. Cloth. Grune and 
Stratton. New York. 1946. Price $5.00. 


Neither an exclusively behavioristie approach nor analytie procedure, if 
cuided by adult standards, will provide the key to the personality of the 
pre-school child, maintains Dr. Werner Wolff, in his The Personality of the 
Preschool Child; because, he argues, both are methods which, largely, con- 
sider the child, not as a child but as a small adult. In other words, the 
author insists that the child’s thought processes, his emotional world, and 
iis social life must be understood from the child’s own culture. 

in this volume Dr. Wolff (who is professor of psychology at Bard Col- 
ege) teaches respect for the child’s personality and points out the dynamie 
concept of education and guidance. The author concerns himself well with 
the behavior of children, and has recorded their expressive acts by ingenious 
methods. His work is creative; his thinking is rather brilliant. The Per- 
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sonality of the Preschool Child is a stimulating, challenging document for 
the student of child development. 


But, after all, such a book is meant to educate parents; and it is for 
them, to be sure, that the author explains poignantly the great differences 
between the child and the adult and gives them at the same time a general 
comprehension of what a child’s stories, play, and pictures mean in the 
child’s own idiom. This book shows, then, how children are stimulated to 
‘*projections’’ of their personalities. The hidden forces and motivations 
of behavior are explored in their spontaneous verbal, dramatic, and graphic 
expressions. The author employs a security test (and also has designed 
his own new experiments, using them not as isolated tests but as approaches 
converging upon the child’s total personality) for investigation of emo- 
tional expression. And more, drawings of the family group throughout the 
volume give indications of the child’s social behavior; and Dr. Wolff does 
not neglect the imagination of children in his analyses. 

In all, then, from these observations and experiments emerges a unifying 
concept of the viewpoint of the child. The expressions of personality by the 
young child appear to be variations on one dominant theme: the ehild’s 
search for his self—which serves as the subtitle of the book. Dr, Wolff 
deals in a fascinating and convincing manner with such practical questions 
as education, guidanee, and personality diagnosis. As Dr. Mary Langmuir 
of Vassar College has written in her foreword. ‘‘ The Personality of the Pre- 
school Child is an important and creative contribution to the rapidly grow- 
ing science of child development.’’ This book is certainly suggestive and 
stimulating. Dr. Wolff has accomplished in this volume an important pi- 
oneer work on ‘‘experimental depth psychology”’ in the study of ehild per 
sonality ; and those scholars and research workers who are desirous of a fine 
list of reference material on the topic may examine the author’s excellent 
bibliography of over 600 titles. 


Fundamentals of Psychiatry. By Epwarp A. Srrecker, M. D. 303 
pages. Cloth. J. B. Lippincott Co. Philadelphia. 1947. Price $4.00. 


This is the fourth edition of a small but compact book on the fundamental! 
principles of psychiatry, written by a man who is well known in the psy- 
chiatrie teaching field. This book was originally compiled in 1942. It has 
been subjected to the test of the classroom and has been proved adequate 
for basic teaching purposes. This latest edition has been revised and re- 
written, and a chapter on psychosomatic medicine has been added. ‘‘In 
view of the fact that there was almost universal dissatisfaction among the 
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nsyehiatrists in the military services, there is a discussion of classification 
‘nsufticiencies and the presentation of two suggested nomenclatures.’’ 

The book contains a glossary of the more frequently used terms and a 
vood index. 


Sexual Behavior in the Human Male. By A.rrep C. Kinsey, WARDELL 
3. Pomeroy, and CLypeE E. Martin. 804 pages, with index, appendix, 
and bibliography. Cloth. W. B. Saunders Company. Philadelphia 
and London. 1948. Price $6.50. 


Sex Habits of American Men, a Symposium on the Kinsey Report. 
Edited by Albert Deutsch. 244 pages, with index. Cloth. Prentice- 
Hall, Ine. New York. 1948. Price $3.00. 


About the Kinsey Report, Observation by 11 Experts on Serual Be- 
havior in the Human Male. Edited by Donald Porter Geddes and 
nid Curie. 168 pages, with index. Paper. New American Library 
of World Literature, Inc. New York. 1948. Price 25 cents. 

‘or some years past, a group of people called psychiatrists has been hint- 
ing that man’s sexual behavior and his professed beliefs about his sexual 
behavior were not quite the same thing. However, in general, psychiatrists 

ved in institutions on the outskirts of town, they dealt with the mentally 

ill, and they were not paid very well. The ‘‘prudent man,’’ of legal phrase- 

logy, could not well take their conclusions, based on the lives of the ‘‘in- 

sane,’’ and use these conclusions to alter the pathetie little essays he wrote 
about himself under the name of ‘‘law.’’ It now appears that a respectable 
biologist has verified many of the inferences of these strange psychiatrists, 
and has presented his findings with an overwhelming mass of statistics 
which should prove useful to those who deal with actual human behavior. 

Of course, the psychiatrists and Kinsey-Pomeroy-Martin do not always 

agree on the interpretation of the data which have been brought forth, but 

‘hese little disagreements should not obscure the tremendous importance of 

the actual findings. In spite of the fact that the Kinsey report is a ‘‘ prog- 

ress report,’’ it seems unlikely that future material will alter the essential 
nature of the sexual problems as here presented. Suppose the actual per- 
centages coneerning homosexuality, intercourse with animals, or other or- 
gasm without intent to have a child thereby, do change somewhat in the 
inal study; the obligation to consider these matters factually will remain. 

Assuredly, no future effort at psychotherapy, guidance, or counseling can 

ignore the Kinsey report. 

The books concerning the Kinsey report are opinions of experts in vari- 
ous fields which may be expected to be influenced by the findings of the 
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report. Many of these articles are deeply penetrating and provocative. Mos: 

of them, however, derive their importance from association with the origina} 

findings, and are not noteworthy except for their ingenuity in attempting 
to maintain the ‘‘status quo ante Kinsey.’’ 

Charles-Edouard Brown-Sequard. A Nineteenth Century Neurologis: 
and Endocrinologist. By J. M. D. O_Mstreap, M. A., Ph.D., D.Se. 
239 pages. Cloth. The Johns Hopkins Press. Baltimore. 1946 

Price $3.00. 


This volume contains lectures given by Dr. Olmstead, professor of physi. 
ology, University of California at the Johns Hopkins Institute of the His. 
tory of Medicine, in February 1946. It is a very readable biography of ; 
celebrated neurophysiologist. 

3rown-Séquard was apparently a restless individual who did not seen 
to be satisfied to settle down to his investigations in one laboratory. [i 
traveled back and forth between France and the United States, apparent) 
looking for some institution which would establish a laboratory where |x 
could do as he wished; where he would not have to teach students, a task 
he greatly disliked; where he would not have to develop a medical pra: 
tice to make a suitable living wage. By 1851 he had accomplished th 
piece of work which was to make his name significant in the history o’ 
physiology. He had shown that the nervous pathways for conduction 0’ 
sensation in the spinal cord cross in the cord, and that, therefore, trans- 
verse hemisection of the cord leads to a contralateral loss of pain and tem- 
perature sensations and a homolateral loss of position-sense, a loss of touc! 
and motor paralysis. This condition is still known as the Brown-Séquard 
syndrome. This was perhaps his greatest contribution to neurophysiology 
He did, however, contribute in the investigation of rigor mortis, of epilepsy, 
of the transmission of physical defects through heredity, and of the fune- 
tions and pathology of the adrenals, but his theories were not always well: 
founded. 

No more spectacular finish to a spectacular life could be imagined than 
the last phase of the activities of Brown-Séquard. At the age of 72, li 
began to experiment upon himself with rejuvenating extracts of ground-u) 
testicles of dogs and of guinea pigs. He claimed that they really worked 
and observers said that he seemed to have shown a new life spirit. This 
‘aused a furor among medical men—who then demanded some sort of ¢%- 
tract from some organ to inject into their patients. However, for Brown- 
Séquard these extracts did not continue to produce the desired effects. He 
died at 77. 
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“Brown-Séquard was the last in the line of great tradition of French 
experimental physiology. . . . Magéndie, Bernard and Brown-Séquard 
spanned the XIX century from its first decade to its last, and from their 
work came the ideas whose fulfillment now occupies much of our present- 
day investigation. Magéndie had the greatness of the pioneer. It was his 
independence and originality of mind which broke away from the old tra- 
dition. Claude Bernard possessed in most perfect balance imaginative and 
critical powers. His intuitive approach, which made possible his beauti- 
fully planned experiments, was matched by his painstaking integrity in 
executing them. Brown-Séquard’s intuitive powers were as remarkable, 
' less controlled, than those of Bernard. An anonymous contemporary 
said that he ‘worked by intuition, his induction being singularly rapid, ap- 
parently savoring of revelation.” He was very quick to grasp the impli- 
cations of the work of others, and this served him well in his experiments 
on vasomotor nerves and the adrenals. His weaknesses, more apparent in 
iis later than in his earlier work, were his lack of capacity for self-criticism 
and his tendeney to exaggerate the scope of a few favorite theories. 
His drive, his fever of work, a quality so fundamental for an experimenter, 
equalled, if it did not surpass, the measure of the trait in Magéndie and 
Bernard, but he did not submit to the strict discipline of the laboratory 
continuously enough to fulfill the promise shown by his accomplishments 
before 1856. . . . He left an indelible mark on physiology and medicine, 
and we look back on him as a brilliant and indefatigable investigator and 

courageous human being, who, when he thought that he himself could 
best serve as the subject of an experiment, did not hesitate to submit even 
is own body to the test.’’ 


Faster Faster. [By Epwarp NEwMAN Horn. 215 pages. Cloth. Coward- 
MeCann, Ine. New York. 1946. Price $2.50. 


This book may be ealled a delightful fable, for that is what it is funda- 
mentally ; but it is a story which will make the sociologist, the minister, the 
philosopher and the psychiatrist think, concerning the outlook of the so- 
called modern youth, about life based upon the idealism of the past. It is 
written by aman who was known as a writer while at Harvard, who studied 
anthropology and philosophy at Columbia, and who was in business until 
ie decided upon a career as an author. 

The book eoneerns an ex-soldier who was in service in the Pacific, who 
earned the religion of the natives in his area of the globe and who de- 
veloped his own ideas about life. This tale is like a detective story, in 
that if the reviewer summarized the book, the future reader would lose 
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the sense of anxiety and the feeling of suspense which it creates. It wil! 
cause the open-minded reader to say to himself, ‘‘I might have felt tha: 
way too. 1 wonder if I don’t live the life I do just because someone has 
told me that I must live that way. What is the harm in feeling free and 
thinking freely?’’ Horn’s is an original piece of work; and its entire cop. 
cept as well as treatment is unconventional in the extreme. The title. 
Faster Faster, really describes the tempo of the book. 


The Mind in Action. By Eric Berne, M. D. 320 pages. Cloth. Simon 
and Sehuster. New York. 1947. Price $3.00. 


Dr. Berne has written what is intended to be ‘‘a layman’s guide to psy- 
chiatry,’’ and he appears to have done a good job of it. He has answered 
in simple and yet interesting language, the questions he has most often en- 
countered among lay groups. He traces, first the course of normal develop- 
ment with its minor aberrations that do not require prolonged or drastic 
treatment and then discusses abnormal developments, with clear yet real- 
istic examples drawn from the ease load of the hypothetical Dr. Nage}. The 
book is based on the Freudian theory but is not biased to the extent that 
other methods are ignored or made light of. To the reviewer, this book 
ranks as one of the best factual books on psychiatry for popular consump. 
tion that has yet been written. 


The Contemporary American Family. By Ernest R. Groves and 
GLADYS HOAGLAND GROVES. 838 pages. Cloth. J. B. Lippincott Com- 
pany. Chicago, Philadelphia, New York. 1947. Price $4.50. 

The authors state that the purpose of this book is to offer information 
for the understanding of American family life, dealing with pre-marriage, 
marriage and parenthood experience. And with this desire in mind, they 
hope that it will help its readers to a better preparedness and insight into 
their role in our society. 

The role of the family is approached dynamically from its developmenta! 
background through the present state, with a program for its conservation. 
The authors diseuss the emotional and psychological aspects of our present- 
day family and the problems associated with it. 

This book is comprehensive and thorough, offering to its readers an ob- 
jective approach to one of the most important of social organizations. 


The New Information Please Almanac 1948. John Kieran, Editor. 
960 pages. Cloth. Doubleday and Company. Garden City. 147. 
Price $2.00. 

This is the second appearance of one of the most useful desk reference 
works this reviewer has ever seen. Besides all the statistical, astronomical, 
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eeographie and other material with which one has come to associate the 
large modern almanac, there are concise reviews of the year 1947—cover- 
ing topics from science to sports, to religion, to the fine arts. Each one is 
done by a notable authority or critic in his field. 

The amount of general and specific information in this volume is truly 
amazing and the person who wishes to be well informed should not afford 
to be without it. 


Psychology. Fifth Edition. By Roserr S. WoopwortH and Dona G. 
Marquts., 677 pages. Cloth. Henry Holt and Company. New York. 
1947. Price $3.75. 


This is a new edition of a textbook of general psychology. It covers the 
fundamental principles of the most important phases of psychology such 
as individual differenees, personality, physiological and social factors, 
heredity and environment, the nervous system, motivation, emotions, sen- 
sory functioning, and intellectual processes. An analytical summary is 
provided at the end of each chapter. Questions and exercises, and refer- 
ence books for each chapter are given at the end of the book. The text is 
well organized and written in a manner that the beginning student should 
find interesting and understandable. The treatment of the subject has been 
brought up to date, with the new developments in procedures and psycho- 
logical eoneepts. 


Roccaccio. By Francis MacManus. 306 pages. Cloth. Sheed & Ward. 
New York. 1947. Price $3.50. 


This book is an account of what its author calls the ‘‘Ordeal’’ of Giovanni 
Boccaecio—unhappy man of genius, born out of wedlock and born out of 
is time. It does not presume to be a psychiatric discussion ; but it is a nar- 
rative which confines its account very largely to the mental development 
of one of the great story-tellers of all time. 

The extraordinary ambivalence of Boccaccio’s reaction to women, from 
extravagant worship in his early days to hatred in his old age, is excellently 
delineated. The account of the writing of the Decameron, a compilation 
in its day and a souree-book in later days of men’s favorite tales, is of par- 
ticular interest for the light it casts on the themes with which mankind has 
been preoccupied from time immemorial. 

Francis MaeManus disclaims any pretense at scholarship; he cannot dis- 
claim pretensions as a swift, clear writer and one may well assume that his 
scholarship disclaimer is over-modest. 
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The Dark Device. By Hannan Lees. 261 pages. Cloth. Harper and 
Brothers. New York. 1947. Price $2.50. 


This is the tale of a father who uses, apparently consciously, the Electra 
and Oedipus complexes to terrorize and dominate his family. The result, 
his own narrow escape from death, opens the action of the novel. 

The solution is through psychoanalysis, and the book is something of an 
analytie detective story. 

Like Hlannah Lees’ previous work, Death in the Doll’s House, this book 
shows that the author is very well grounded in psychiatry and _ psycho- 
analysis. lIler present story, which is one of swift action, will be of interest 
to all readers of analytie fiction. 


The Other Children. [3y Apewine RumMsry. 274 pages. Cloth. Simon 
and Schuster. New York. 1947. Price $2.75. 


Some years ago a central school in a southern town exploded from causes 
which have never been determined. The Other Children is a fictional ac- 
count of what may and may not have happened to the few who survived 
the blast. It is an excellent psychological study of guilt, remorse and 
futility. 

This reviewer found considerable interest in the fact that the two who 
came the nearest to solving their own problems, did it by a centuries-old 
method. 


All the Girls We Loved. [}y Prupencio De Prerepa. 240 pages. Cloth. 
Farrar, Straus and Company. New York. 1948. Price $2.75. 


This is the story of a group of G. I.’s and the women in their lives. it 
is in large part a record of sexual pathology, futility and depression. It 
is a series of individual tragedies, great and trivial. 

The writing is of high order and the character-sketching, excellent. It is 
one of the best pieces of psychological fiction this reviewer has seen recently. 


Slave and Citizen. The Negro in the Americas. By FraNK TANNENBAUM. 
128 pages, with index. Cloth. Alfred A. Knopf. New York. 1947. 
Price $2.00. 


Frank Tannenbaum is professor of Latin-American history at Columbia 
University. All his life he has been a consistent champion of the under- 
dog. The subject of his present book is better described in the sub-title 
than in the title. It is the story of how the African came to be brought to 
the Americas and what has happened to him since. 
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In Latin- America, particularly in Brazil, the slave-owners were from the 
Iherian Peninsula; that is, they were peoples long acquainted with slavery 
and familiar with the handling of slaves. Their system encouraged manu- 
mission and discouraged social discrimination. Dr. Tannenbaum feels also 
that the theories of human equality of the Roman Catholie Church had 
much to do with a system which he finds, on the whole, far more humane 
and far more successful than our own—both while slavery existed and 
after its abolition. 

The English, the Duteh and the Danes, in particular, had no contact 
with slavery until many years after the Spaniards and the Portuguese were 
familiar with it. Dr. Tannenbaum thinks the results of unfamiliarity were 
more eruelty and less understanding, and the bringing about of a situation 
here far worse than that among our Latin-American neighbors. He feels, 
however, that our race problem too will some day be solved so satisfactorily 
that future generations will wonder what its issues were all about. 


The Psycho-analytical Approach to Juvenile Delinquency. By Kate 
I\RIEDLANDER. 287 pages. Cloth. International Universities Press. 
New York. 1947. Price $5.50. 


This book is very clearly divided into two parts. The first is a general 
lisecussion of the Freudian theory of development. Specific points and de- 
tails are left to be diseussed later. Particular emphasis is placed on the 


T 


phase of growth in which instinets are modified, as the author feels that it 


is in this stage that the differences become manifest between so-called ‘‘nor- 
maley’’ and delinquency. This section of the book is framed well for fairly 
easy reading, although there is considerable overlapping of phases in the 
developmental scheme, 


The second part of the book is devoted to actual case studies as they re- 
late to the pattern generally presented in the first section. There are 14 
cases, rather fully studied, with causes, symptoms and treatment stated. 
The cases range from plain antisocial behavior which is not at conflict with 
the law, through various sexual maladjustments to schizophrenia and law- 
breaking activity. In addition, there are several short excerpts from other 
cases which serve as illustrations of specific points. The main cases are 
clearly and rather completely discussed. 

This book is well written and will be of special value to social workers, 
psychologists and psychiatrists working for social agencies and elinies. 
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Opiate Addiction. By ALrrep R. LinpEsMITH. 210 pages. Cloth. Prin. 
cipia Press, Inc. Bloomington, Ind. 1947. Price $3.00. 


Dr. Lindesmith, associate professor of sociology at Indiana University. 
has studied drug addiction as a form of conduct and, by doing so, has tried 
to disprove prevailing conceptions of drug addiction; namely, that the ad. 
dict is weak-willed, morally deficient and unwilling to face life; and that 
certain mysterious organic and chemical conditions render him helpless, 
His main source of information came from the direct testimony of about 
70 addicts whom he personally interviewed. 

In Part I the author describes the method and the purpose of his in. 
vestigation, the effects of opiates (opium and its derivatives, especially 
morphine), the difference between habituation and addiction, the nature 
and process of addiction, the attempts at cure and the tendency to relapse. 
He states that, contrary to general belief, the addict does not sense or en- 
joy a feeling of emotional elation immediately after receiving his drug but 
that the driving foree causing the continued use of the drug is the dread of 
the unpleasant feelings of withdrawal and that larger and larger doses 
seem to be necessary to relieve these symptoms; that following an injec. 
tion the addict’s tenseness is relieved so that he feels normal again ani 
that he feels normal only when under the influence of the drug. He points 
out that when ‘‘taking the cure’’ addicts can be fooled by injections of 
saline solutions, showing that there are psychological factors. He defends 
the addict by noting that ‘‘the observed antisocial characteristics of the 
American addict cannot be regarded merely as the automatic effects o/ 
opiate injections; rather, they are occasioned by the legal, social and eco- 
nomic situation of the addict.”’ 

He differentiates between addiction and habituation but he is unable to 
explain why persons who become habituated to opiates because of illnesses 
or chronic pain do not, as a rule, become addicted to the drugs, fail to 
show the psychological craving and do not have a tendency to relapse. He 
believes that the knowledge of what drug is being given, the recognition of 
the fact that certain symptoms are withdrawal symptoms and that another 
dose relieves those symptoms all lead more surely to addiction. Therefore. 
this would suggest that the doctor should wisely and subtly keep in ignor- 
ance the patient who is habituated to the drug. ‘‘These two devices— 
avoiding the syringe and keeping the patient in ignorance—as well as 
other precautions such as mixing the opiate with less pleasant drugs. 
changing methods of administration, using sterile hypodermies, disguising 
the opiate in medicine, misinforming the patient, and gradually reducing 
the dosage when it is desirable to eliminate further use, all serve the same 
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end. By preventing the patient from gaining a clear conception of the 
significance of his sensations and keeping him from associating what he 
knows or thinks he knows about drug addiction with his post-injection 
feelings, addiction is avoided.’’ 

Dr, Lindesmith does not express much hope for the real addicts for he 
feels that all of them are inconsistent in their thinking, i. e., they want to 
be cured when they are under the influence of the drug but look forward 
to being ‘‘hooked’’ again when they are ‘‘eured.’’ ‘‘The hope of a cure is 
not easily extinguished, even in the confirmed and experienced addict; he 
wants to die a ‘square John,’ and he may, therefore, often permit himself 
to be deceived by advertisements of a new cure which promises to destroy 
the eraving. He tries once more, and thus adds to his own disillusionment 
and to the profits of those who sponsor the cure. If the addict’s desire for 
a permanent cure were not genuine and persistent, ‘cures’ would not have 
been commercially exploited for so many decades. The addict steadfastly 
maintains that he wants to quit, and would quit if he could only ‘feel 
right’ off the drug. . . . Under the regular prison routine, they put on 
weight and gradually achieve sound, normal health. Often one of these 
ex-addiects will rub the veins of his well-rounded arm and exclaim with 
satisfaction, ‘Boy, will I be able to hit that when I get out!’ ’’ 

In Part II, Dr. Lindesmith gives the history of the opium problem in 
the nineteenth century; describes the advantages and disadvantages of 
federal anti-narcotie legislation; describes the nareotie problems during 
World War IT and suggests needed reforms. 

Finally the book has two appendices. Appendix I, ‘‘Glossary of Ad- 
dict’s Argot,’’ deseribes and defines the addict’s double-talk. This is a very 
interesting and valuable addition. Appendix II is an extensive bibliogra- 
phy. The book has an index of subjects and authors. 

Opiate Addiction is well written and easy reading. It is recom- 
mended to all those interested in the problems and treatment of drug 
addiction. 


The Law of Marriage and Divorce in All 48 States. By Ricnarp V. 
Mackay, LLB., LLM. 74 pages. Paper. Oceana Publications, Inc. 
New York. 1947. Price $1.00. 


Here is a small book which presents in non-technical language a digest 
of the laws of marriage and divorce in all of the 48 states and the District 
of Columbia. 

The book discusses marriage, annulment, separation, divorce, alimony, 
ante-nuptial agreements, separation agreements and G. I. marriages. <Ac- 








396 BOOK REVIEWS 


companying each of these subjects is a detailed chart; and examples are 
given to show the proper method of drawing up agreements in such cases, 
There is also a glossary of legal phrases. This is a good quick-reference 
book for the layman. 


The Long Holiday. By Francis AMBRIERE. 249 pages. Cloth. Ziff- 
Davis Publishing Co. New York. 1948. Price $3.00. 


Here is an interesting chronicle of every part of the life of a prisoner 
of war. It is written by a man who has had a distinguished career as an 
essayist, novelist and journalist in France. Early in World War II, he 
was captured by the Germans and kept in captivity for 56 months. During 
that time he shared the loneliness, the fears and the despair of Frenchmen, 
Poles, Russians and Americans herded and maltreated in German prison 
camps. 

In his preface ‘‘To My American Readers,’’ the author states: ‘‘Some- 
thing of it will live on in the memories and hearts of those who experi- 
enced it. I firmly believe that these common memories will, ultimately, 
help to engender better understanding among peoples and the establish- 
ment of international relations based on greater justice and mutual com- 
prehension.’’ 

The book is not a thrilling one but it gives the reader a vivid and au- 
thentie picture. It has been translated from the French by Elaine P. 
Halperin. 


The World’s Great Thinkers. Edited by Saxe Commins and Robert N. 
Linseott. Four Volumes, cloth: ‘‘Man and Spirit: The Speculative 
Philosophers’’ (557 pages) ; ‘‘Man and Man: The Social Philosophers” 
(485 pages) ; ‘‘Man and the State: The Political Philosophers’ (525 
pages) ; ‘‘Man and the Universe: The Philosophers of Science’’ (482 
pages). Random House. New York. 1947. Price, four volumes, 
boxed, $10.00. $2.50 per volume. 


The fields of philosophy and psychology help men to clarify their ques- 
tions about life and the world. Men ask; and thinkers like Confucius, Aris 
totle, Montaigne, Spinoza, Rousseau, Darwin, and Freud answer. Even the 
words of a man who lived 2,500 years ago—Confucius—still illuminate 
helpfully the simple yet eternal problems of every-day living. The World's 
Great Thinkers, a four-volume set of commentaries, excerpts, and state- 
ments from the writings of the world’s intellectuals in all eras, make the 
classies of man’s culture readily available in attractive and economical 
form. 
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These volumes include a vast body of heterogeneous material. We find 
in them the writings of Aristotle, who almost 300 years before the birth 
of Christ, taught Alexander the Great to think in large horizons; Mon- 
taigne’s trenchant Gallic wisdom is still of value to us through the influ- 
ence of his thought; and the views of the God-intoxicated lens-grinder— 
Baruch Spinoza—are in themselves an uplifting philosophy. The prinei- 
ples of equality and justice are expounded by Jean-Jacques Rousseau ; and 
for those of us who are somewhat pessimistic, the philosopher Schopenhauer 
demonstrates his penetrating sense of reality. KEven Charles Darwin, in 
his bare but exeiting passages, worried about life—even as we in our con- 
fused times; but Darwin revolutionized, in a sense, the whole attitude of 
nan toward the universe. Too, these volumes do not overlook psychologi- 
eal thinkers like Sigmund Freud who also contributed much to the world 
of the mind, with the widest repercussions in art, anthropology, polities, 
literature and religion. 

The World’s Great Thinkers includes the writing of some 40 other wise 
nen of the past. In their own words the reader finds the essence of what 
each one of them thought; and, through their words, we today can be 
helped in formulating our own philosophy of life. Here are, then, the 
philosophies men live by—from the works of Plato to the philosophers of 
our years—compiled by Saxe Commins and Robert N. Linseott, who as 
elitors have rendered an indubitable publie service by their intelligent 
selections, 

Let us consider the volumes individually, however briefly. Man and 
Spirit: The Speculative Philosophers omits over-representation of ancient 
(reek philosophy. But Plato is dealt with adequately enough, and right- 
fully; beeause it is to him that much subsequent philosophy of the spirit is 
so clearly indebted. In this volume, too, we find selections from St. Augus- 
tine and St. Thomas Aequinas, with emphasis on the speculative elements 
i their writings and their insight into spirit. There are here, also, ample 
selections from Oriental sources (the Bhagavadgita, the Dhammapada, the 
Surangama Sutra), writings which are recognized by western thought as 
cenuinely speculative. But Hegel is absent from the volume, and unfor- 
tunately so; for he is certainly one of the most profound of speculative 
niinds. Perhaps this book was meant to include, not just the logical and 
speculative writers alone, but the intuitive and poetic; for we note the in- 
clusion of men like Pascal, Berkeley, Kant, Hume, Nietzsche, and the psy- 
chologist, William James. 

Man and Man: The Social Philosophers and Man and the State: The 
Political Philosophers involve themselves with the problem of the state as a 
(istinetly modern factor. Here we find the writings of Hobbes, Locke, Mill, 
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Rousseau, Thoreau, Adam Smith, Marx. Man and the Universe: The Phil- 
osophers of Science offers us a chance to ponder on the meaning of the am- 
biguous phrase ‘‘the philosophy of science.’’ But, if we recognize initially 
the unity of philosophical experience, we see the logic and psychology in this 
book: It is, to be sure, the attempt to penetrate philosophically that area of 
experience called science. Man and the Universe is then a compilation of 
viewpoints from such men as Copernicus, Deseartes, Darwin, Bergson, 
Freud, Jeans, Whitehead and Einstein. Each of these thinkers in his own 
fashion attempts a philosophical exploration of science, and eschews any 
scientific imposition upon philosophy, if that is possible. 

The selections from the moderns, while neither wide nor fully represen- 
tative, do show a discerning recognition of the great fields of thought. The 
editors have rightly envisaged the philosophic enterprise as man’s effort to 
bring the various areas of his diverse experience within the compass of a 
unity of conception. These are good books for all thoughtful persons. Th: 
World’s Great Thinkers is to be read over a period of many months, and 
ean be used as a fine reference text. It contains a wealth of material, and 
in its pages one can dip frequently for refreshing views on life’s psycho- 
logical implications, the philosophy of living, and man’s purpose in this 
universe. 


Medicine and Health in the Soviet Union. By Henry E. SiGenist, 
M. D. 347 pages. Cloth. The Citadel Press. New York. 1947. 
Price $4.00. 


Dr. Sigerist, for 15 years professor of medical history at Johns Hop- 
kins and director of the Institute of the History of Medicine, probably one 
of the greatest medical historians, has, since 1932, been particularly in- 
terested in Soviet medicine. After studying the Russian situation and 
after several extensive trips through the Soviet Union, he published his 
volume Socialized Medicine in the Soviet Union in 1937. He con- 
tinued these studies during World War II and has again visited the Soviet 
Union to observe at first hand the recent progress of medicine in the U. 8. 
S. R. As a result, Dr. Sigerist reports not merely on health and medical sta- 
tistics, but also on the current developments, techniques and organization 
protecting an entire people’s health. As such, he gives a more complete 
and detailed picture of current Soviet medicine than has been presented 
before. 

This book deseribes the background of Soviet medicine, beginning back 
in the late sixteenth century and working to the present time. He then 
deseribes in detail the structure of Soviet medical planning and the plan- 
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» in action. He advises us of the status of research which is being 
eondueted in Russia; describes Russian military medicine during World 
War II. 

Finally Dr. Sigerist’s book contains 11 appendices tabulating political- 
administrative divisions, the model of the medical curriculum, the list of 
medieal institutes, the salaries of medical workers, the examination of em- 
plovees in industry, statistics relative to abortions, pregnancies and aid to 
mothers, the strueture of the Academy of Medical Science and the medical 
journals published. 


T a] 


\Vithout doubt there are those who will shrug their shoulders about any 
hook which has ‘‘Soviet’’ on its cover, but this one should be of value to 
those who are planning future medical administration. 


The Thinking Machine. By Epwarp Popo.sky. 232 pages. Cloth. 
The Beechhurst Press. New York. Price $3.50. 


Man is said to be a self-knowing creature and has the capacity to under- 
take conseiously and voluntarily that which in the lower forms of life is a 
produet of a blind, instinctive life-foree. According to Dr. Edward Podol- 
sky, a popular writer in the field of medicine, it is the brain of man which 

the sole determinant of man’s actions. His book, The Thinking Machine, 
is an attempt (not over-enlightening, to be sure, or for that matter over- 
exact, scientifically) to study man’s process of mental growth through his 
brain, its strueture, functions, uses, and essence. 

yr. Podolsky writes that the organ of prime importance behind all our 
thoughts, reactions and emotions is the brain. It is to the cortex of the 
brain, the author points out, that we are to look for man’s ethical and civil- 

red actions. So it is with other parts of the brain, Dr. Podolsky avers; 
cach has its own purpose. Even man’s nervousness ‘‘boils down to the 
hrain and the control it exerts and should exert over all bodily functions. ’’ 
Obviously such popularized versions of a psychological problem cannot be 
sufficiently accurate for serious consideration, even by laymen. And that 
lay be one of the more serious objections to the book: its very veneer in 

e handling of important medical facts. It is one thing to be simple and 
‘ucid; it is still another to compromise facts and lose thereby the veracity 

| sclentifie prineiples. 

The author records the story of the human brain, how it came into being, 
iow it funetions, how we think, how we experience emotions. Dr. Podolsky 
repeats: ‘‘The human brain is the most important organ in the universe.’’ 
Perhaps it is; and then, one wonders whether it is because of this organ 
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that men, in the author’s words again, are ‘‘majestie living creatures, wit) 
the means to make deliberate choices, the ability to exercise our free wil] 
and live with dignity.’’ The author refuses to involve himself in the in. 
portant mind-versus-brain controversy ; in fact, he completely disregards it, 
But however slight it is in some aspects, this book in parts is somewhat en- 
tertaining, even fascinating. The section on ‘‘The Brain and Man’s Strange 
Talents’’ is an excursion, far from direct or scientifically technical, into 
the ‘‘unusual’’ of man’s powers, e. g., telepathy, preecognition, prophecy 
and other psychie phenomena which still puzzle mankind. 


Practical Clinical Psychiatry. By Epwarp A. StrecKER, FRANKLIN (j, 
EspauGH and Jack R. Ewart. Sixth edition. 476 pages. Cloth. 
Blakiston Co. Philadelphia. 1947. Price $5.00. 


The authors, in the sixth edition of their psychiatric text, have—because 
of apparent need for a broader and more flexible diagnostic list to express 
a dynamic diagnostic and prognostic concept—made use of the military 
nomenclature that resulted from military psyehiatrie experiences in the 
recent war as well as of the standard list. 

Their introductory chapter deals with the consideration of the import 
ance of environmental factors and the accompanying physiochemical faec- 
tors in personality development. 

A thorough chapter on methods of psychiatrie examination presents 2 
classification and description combining both the military nomenclature 
and the standard psychiatrie classification, thus giving a ‘‘symptomatic’’ 
understanding of the psychoses. The authors further propose a tentative 
classification, reducing the list of psychoses to three groups in which etiol- 
ogy is used as a basis for classification: (1) organie psychoses, (2) toxic 
psychoses, (3) psychogenic psychoses. 

The course and treatment of psychoses are discussed and are further ex- 
plained by case examples, from etiology through methods of treatment and 
prognoses. 

This edition is concluded by a section on the psychopathologie problems 
of childhood by Dr. Leo Kanner of the children’s psychiatric service of 
the Johns Hopkins Hospital. Dr. Kanner emphasizes the value of child 
psychiatry and the importance of treatment of psychopathologie problems 
of childhood as symptomatie of, or as forerunners of, future psychoses. 

This edition is the result of the need for a better concept of psychiatry 
on the part of practitioners of medicine. The authors’ compilation of 
knowledge in this field, verified by experience and clinical practice, makes 
it a valuable and thorough textbook of psychiatry. 
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The Psychology of Behavior Disorders: A _ Biosocial Interpretation. 
By NORMAN CAMERON, xxi and 622 pages. Cloth. Houghton-Mifflin 
(Co. New York. 1947. Price $5.00. 

The Psychology of Behavior Disorders, by Dr. Norman Cameron, bridges 
the gap between the fields of psychology and psychiatry. The author feels, 
as Leonard Carmichael points out in the introduction, that the old-fash- 
ioned dualistic approach to behavior problems is completely outmoded to- 
day; in other words, the author offers no hypotheses to banish thinking, 
imagination, dreams, and motives from the naturalistic and scientific world 
1 order to locate them in a vague cloudland of a so-called conscious or 
unconseious psyche, 

This volume presents, then, man’s neuroses and psychoses from a con- 
sistently biosocial point of view. This biosocial viewpoint or emphasis dif- 
fers radically from the contemporary psychosomatic approach to the be- 
avior disorders in the way it breaks with the tradition of mind-body dual- 
sm. Dr. Cameron’s thesis is, to be sure, that man is essentially a biologi- 
eal organism operating in and by means of a social environment. The au- 
thor rejeets reflexes, instincts and emotions. He further analyzes the term 
hiosocial in terms of psychiatry by reference to communication, learning, 
role-taking, socially derived self-reactions; and he points out that the bio- 
social interpretation departs from traditional psychobiology by dispensing 
with the concept of consciousness and the distinction between mental and 
on-mental. 

Dr. Cameron very intelligently suggests that the neuroses and psychoses, 
vhich together may be called behavior disorders, are natural parts of every- 
day environment. In fact, he reeognizes behavior disorders as a national 
problem. He defines behavior disorders, or personality disorders, as ‘‘rela- 
lively fixed, erystallized patterns of maladaptive attitudes and responses.’’ 
Some of the author’s best chapters deal with behavior organization and be- 
havior pathology, basie adjustive techniques, hypochondriacal disorders, 
latigue syndromes, manic and depressive disorders, cerebral incompetence, 
and therapy as biosocial behavior. 

This solid book can serve well as a textbook in the combined fields of 
psychiatry and psychology. It ineludes basie material relevant even to 
chemistry, physies, biology. It is clearly written and certainly thought- 
provoking. The author of The Psychology of Behavior Disorders is obvi- 
ously influenced in his thinking by the contributions of Dewey, Mead, Wil- 
iam James, Max Otto, Freud, and Meyer. Dr. Cameron is insistent that 
psychiatrists and psychologists must begin with the patient, and not with 
fixed prineiples and preconceptions. It is for just such an emphasis that 
this book is deemed an essentially significant treatise. 


APRIL—1948—N 
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Strange Story. By Hiipa Lewis. 324 pages. Cloth. Random House. 
1947. Price $2.50. 


Strange Story by Hilda Lewis is a fairly well-turned yarn, and, for 
those who like their arm-chair murder sophisticated, nay, erudite, its 324 
pages of suffering should prove satisfying enough. According to the dust 
jacket, which of course no one but the reviewer should ever read, ‘‘The 
killer, overlooked when circumstance supplies evidence against another, 
suffers a long torment of spiritual agony.’’ And for once, the jacket is 
right, with emphasis on the ‘‘long.’’ From that same doubtful source the 
prospective reader is further titillated by such currently popular adjec- 
tives as ‘‘haunted, remorseful, resentful’’ in connection with ‘‘the killer.’’ 
Again they fit the story very nicely. And finally there is the subtitle: ‘‘A 
Psychological Murder Novel’’ to lead one on into the dark recesses. 

This reviewer found it neither quite a psychological novel (as such it was 
too pat, its solutions too apt) nor a bang-up good murder story (the psy- 
chology kept getting in the way when it was time for the ‘‘plot to 
thicken’’). Miss Lewis handles characters extremely well, however. The 
middle-class English who ‘‘scuddle’’ through the story, seared or brazen, 
vicious or just confused, are worthy of a better place in the sun of fiction 
than in a ‘‘Psychological Murder Novel’’ with a preposterous plot about 
one twin who murders the other—with the very latest of psychological 
motivation. 


Freud: His Life and His Mind. A Biography. By HELEN WaALKeER 
PuNER. 360 pages with index. Cloth. Howell, Soskin. New York. 
1947. Price $4.00. 


Many sides of psychoanalytic theory are discussed in this biography, in- 
eluding even the Freudian, but much of its attitude toward Freudian psy- 
chology might be considered unkind. For example, it sounds a little con- 
descending to say: ‘‘Many of the conclusions Freud drew from his study 
of sexuality remain valid and valuable.’’ (p. 203.) Doubtless, this state- 
ment shows a fine impartiality, as do other remarks to the general effect 
that mechanistic deseriptions of psychic processes are archaic. At the same 
time, such statements seem to imply a lack of friendly warmth toward 
Freud, as well as an attempt to take the cause and effect (or scientifie as- 
pects) out of psychoanalysis. As a matter of fact, Freud and his psychol- 
ogy are presented in a light which tends to make them appear rather brit- 
tle and stilted. Surely, there is more courage and inspiration to be gleaned 
from Freud than appears in this biography. 
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The American People: A Study in National Character. By GEOFFREY 
Gorer. 246 pages. Cloth. W. W. Norton & Co., Inc. New York. 
1948. Price $3.00. 


Geoffrey Gorer, the author of The American People, is an English cul- 
tural anthropologist who very wittily and wisely evaluates American na- 
‘ional character with some discernment. Mr. Gorer feels that belief in the 
dentity or similarity of the English and Americans is the greatest stum- 
ling block that exists to mutual understanding and collaboration between 

e two peoples. He therefore attempts in this book an interpretation of 
‘he American people in terms of their psychology, sociology, culture and 
character. The author interprets us, our emphases and reticences, our 
opes and fears, our impartiality and prejudices. 

\lr. Gorer presents a consistent and integrated picture, not so complete, 
to be sure, nor so truly anthropological, psychological and analytical as a 
tudy should be that bears the title The American People, but an illumi- 
nating and accurate analysis nevertheless. The book ineludes, in its sum- 
mary statements, facts garnered from opinion polls, ease histories, public 
speeches, sociological and psyehiatrie studies. This little volume is a fluent 
nd arresting description of American character, written in a level tone 
nd without undue or illogical criticism. 


Emotional Maturity: Development and Dynamics of Personality. 
By Leon J. Saut, M. D. xii and 338 pages. Cloth. J. B. Lippincott 
Co. Philadelphia. 1947. Price $5.00. 


Dr. Leon J. Saul, professor of clinical psychiatry, Temple University 
school of Medicine, presents an admirable statement on the fundamental 
lacts concerning neuroses in a volume entitled Emotional Maturity. The 
author recognizes the primary interest of modern psychiatry to be not the 
‘‘insane’’ but the ‘‘neurotie’’; and he understands neuroses to ‘‘result from 
the emotional tensions of living, from which no one is entirely free.’’ 

The author has divided his volume into four major sections: ‘‘The 
\chievement of Maturity’’ (which is the weakest section of the book) ; 
‘Emotional Forees in the Development of Personality’’ (which is Freud- 
lanistic in tone) ; ‘*The Nature of Neurosis’’ (which is the most comprehen- 

ve analysis of the theme) ; and ‘‘The Dynamics of Personality’’ (which is 
‘sentially a compendium of other investigators’ views and judgments). 
'hronghout the treatise Dr. Saul emphasizes the viewpoint that the end 
goal of medicine is prevention; and that, for psychiatry, this means the 
prevention of all kinds of emotional disorders. He concludes, too, that 
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emotional disorders cause not only neuroses, but many other sorts of be. 
havior that result in man-made misery. 

In stressing that ‘‘the psychologic atom is the traumatic infantile cor 
in human nature,’’ Dr. Saul bares the results of the emotional tensions of 
living in disturbances of mood, thought, behavior and physiology, and ¢e- 
scribes the resultant neuroses, psychoses and psychosomatic manifestations, 
The volume deals, then, with the interrelation and conflict of the feelings 
and desires which are the mainsprings of living and which produce the 
varieties of daily thought and action. 

For these reasons this book on emotional maturity should prove of some 
use not only to psychiatrists and to physicians, but also to those in fields 
related to psychology: law, religion, social work—to all who deal with 
people and strive to make human life more livable. Emotional Maturit, 
lacks conciseness, continuity and perfection of form in many chapters, and 
is sometimes repetitious; yet, taken as a whole the content is of sufficient 
value and of sufficient significance. Dr. Saul writes of the wounds of th 
mind, not of the flesh; and his book is an honest attempt to crystallize int 
an understandable form the elements of psychodynamiecs. Emotion 
Maturity is also recommended for its illustrative case histories through 
which the reader ean gain a better insight into how man tries to satis!) 
his powerful, manifold and often conflicting needs and desires, as well as 
the relationship of training, standards, ideals, inhibitions and conscience t 
this complex interplay of emotional forces. 


Why We Act as We Do. By Puitir EisenperG. 261 pages. Cloth. 
Alfred A. Knopf. New York. 1947. Price $3.00. 


Philip Eisenberg’s book Why We Act as We Do would not serve as a 
college textbook in psychology. But it certainly is a popular, semi-psycho- 
logical presentation of much worthwhile information that could possibl) 
be useful to many individuals in need of just such ‘‘boot-strap literature. 
In fact, this little volume reminds one of Dale Carnegie’s best chapters 1 
his best-seller. 

Dr. Eisenberg (who has a Ph.D. in psychology from Columbia) writes 
well, though not subtly; and he oftentimes strives over-sedulously to 
amusing. Many of his viewpoints are reminiscent of Professor IH. A. Over- 
street’s writings: of gray, ‘‘wishy-washy,’’ happy and uncertain specula- 
tion in the field of psychology. Yet, Dr. Eisenberg does have an intelligen 
argument, and he presents it journalistically, interestingly, pointedly. 

Why We Act as We do is filled with many incidents, examples, illustra- 
tions, and descriptions. The author would wish his book to serve as a guitl 
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‘or ‘happier, healthier, better-adjusted living.’’ The language used is 
quite understandable, even over-simplified in usage. Witness some of the 
hook’s chapter headings: ‘‘ Life Begins in the Family,’’ ‘‘ Reaching for the 
Moon,’ ‘‘Everyone Has Personality,’’ ‘‘Private Worlds Are Publiec.”’ 
Throughout, nevertheless, Dr. Eisenberg is certainly serious in his main 
argument. 

And what is the main argument? Simply this: Not only should we know 
rhy we act as we do, but we should know what we can do about it. Thomas 
Mann, in The Magic Mountain, phrases a related viewpoint in these words: 
“\ man lives not only his personal life as an individual, but also, con- 
sciously or uneonsciously, the life of his epoch and his econtemporaries’’— 
and it behooves him, therefore, to examine his own actions in the light of 
is society generally. 

In a restricted sense this book could be heartily recommended for its 
common-sense approach to psychology, especially when the author makes 
reference to fundamental ideas about friendship, marriage, human nature, 

|. Q., human harmony, social fences, sex, the negro ‘‘problem,’’ preju- 
dice, personality. The author coneludes his book rather optimistically ; he 
‘‘ysvehologizes’’: ‘In the healthy atmosphere of full democracy, many 
basic social and economic problems will disappear, and with them, many 
personal problems.’’ Such hopefulness is to be applauded. 


Home Port. By Onive Higains Prouty. 284 pages. Cloth. Houghton, 
Mifflin Co. Boston. 1947. Price $2.75. 


This book is a ‘‘psyehological’’ novel written by the author of Stella 
Dallas. The story is that of a young man who develops a so-called inferi- 
rity complex beeause of his highly popular and idolized brother. This 
auses him to become a fugitive from his own identity. However, in a new 

ting for his hfe, and with a new name, he acquires self-confidence and 
poise. The war finally comes along to publicize his heroism and divulge 

s identity so that happiness for all is the result. 

Some behavior problems arise from just the type of situation which this 
hook depicts. It is light reading, but good. It holds one’s attention to the 
st, and one keeps cheering for the hero. It is the type of book which 
uld easily be adapted for a good movie. 


Steppenwolf. By Hermann Hesse, 309 pages. Cloth. Henry Holt & 
Company. New York. 1929. Price $2.75. 


r) 


(his is the re-printing of a novel first published in the United States in 
1929 by Hermann Hesse, German-Swiss, who won the Nobel Prize in 1946. 
lt is one of three of Hesse’s novels to be published in English. 
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It is the story, against the sordid background of a Germany left half in 
ruins by the first World War, of the progressive breakdown of a schizoid 
personality. Harry Haller, seclusive wanderer, is conscious of his own in. 
ternal stress—a stress which he grotesquely oversimplifies as the struggle 
of the wolf of the steppes within him against his civilized nature. 

It is an unhappy tale of degradation, latent homosexuality, promiscuity 
and violence. It is somewhat difficult to tell what the writer intended as 
biographical and what he intended to be Haller’s hallucinations. It would 
be easy to criticize both the psychology and the philosophy involved as un- 
sound, but there is much in the tale that is provocative. 


Psychopathology and Education of the Brain-Injured Child. 
By Aurrep A. Strauss, president, Cove Schools for Brain-Injured 
Children, and Laura E. LEHTINEN, educational director, Cove Schools 
for Brain-Injured Children. 206 pages including preface, references 
and index. 46 illustrations. Grune and Stratton Co. New York. 
1947. Price $5.00. 


This book, based upon 20 years of concentrated and collaborative study 
and observation, deals with the specific problems encountered by the brain- 
injured child in the areas of perception, thinking, and emotional behavior. 
The authors discuss the way in which these disturbances impede the learn- 
ing process and how they may be detected and corrected through the use 
and application of specialized tests and teaching methods. 

Using the Larsen-Tredgold-Strauss classification table, an important 
distinction is made between the endogenous and exogenous types of mental 
deficiency, and the different training programs needed by each group. For 
many reasons, the child who has received an injury to, or suffered an infee- 
tion of, the brain, either before, during, or after birth, is at a loss in the 
average classroom. He is usually hyperactive, distractible, talkative, rest- 
less, and emotionally unstable. If his visual pereeption is poor, he will be 
unable to recognize and organize patterns as a whole. Instead, he will 
show a ‘‘foreed responsiveness to background.’’ The child may perseverate, 
making stereotyped responses. He may appear clumsy because of poor 
motor co-ordination. In the area of thinking, he may show a poor sense of 
relationships. His explanations are likely to be abstract and fantastic, 
rather than logical. Since lesions of birth injury or early trauma are most 
frequently found in the extrapyramidal system, especial!y in the thalamic 
region, a child with one or more of these handicaps may also be uninhibited 
to a large degree, thus making him socially unaeceptable to his classmates. 

At the present time, however, the brain-injured child does not show a 
characteristic pattern of response on a standardized test. Therefore, it is 
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diffieult to distinguish brain-injured children from those with neurotic and 
psychopathic disturbances. Sex perversion or aggression, nail-biting, 
thumb-sueking, sleep disturbances, phobias, and anxiety states are rarely 
seen in eases of brain injury, whereas emotional shallowness, enuresis and 
soiling are frequently found to be characteristic symptoms. Behavior dis- 
orders are the most conspicuous manifestations of abnormality in these 
children, and the most difficult to treat. There is a higher proportion of 
brain-injured males than females, because of the higher male birth rate and 
the greater birth weight of the average male baby. 

The authors point out that behavior and learning may be affected by 
minimal brain injuries without apparent lowering of intelligence. The 
undamaged portions of the brain hold resources from which the child may 
substitute, compensate for, or make restitution of, the disabilities resulting 
from injury. These children should be placed in small classes, where the 
rooms are bare of distracting articles, and where they are provided with 
only the essential materials for study. Lessons should inelude motor ae- 
tivity, and the pictures, figures and letters the children work with should 
be heavily outlined in color. Rhythm, speech and manual training are es- 
pecially important. Three entire chapters in the book are devoted to spe- 
cialized methods of teaching reading, writing and arithmetic fundamentals. 
The total material presented should be of vital interest to psychiatrists, 
psychologists, teachers, social workers, and all those who come in contact 
with the brain-injured echild—whose problems are too often unrecognized, 
misunderstood or neglected. 


Betrachtungen zur Individualpsychologie. Bv j):. s::@FRTED NOVOTNY. 
63 pages. Paper. Wilhelm Maudrich. Vienna. 1947. Price $1.20. 


According to Dr. Novotny, Vienna neuropsychiatrist, individual psychol- 
ogy maintains that feelings of gregariousness and inferiority are the main 
developmental drives of human life. They thus present the basis for indi- 
vidual psychology, its philosophy and its therapy. 

There are primary feelings of helplessness (inferiority) in the infant and 
child to which may be added secondary feelings of inadequacy and dis- 
couragement inherent in the gregarious drives and in factual environmen- 
tal pressure. Inferiority in itself, however, may also become the impetus 
to overeome obstacles and the individual may excel in a life-situation 
which formerly was a liability. Courage is considered a prerequisite in 
individual psychology. Feelings of inferiority, compensation-training, 
courage, gregarious drives, are the dynamics and the meanings of life (ac- 
cording to Dr. Novotny’s interpretation of Adler’s psychology). 
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The tests of accomplishments are the tasks of married life, work (pro- 
fession) and friendships (social contacts). A neurosis may develop 
through discouragement, and regression ensues. Superiority strivings and 
the evolutional phases of mastering inferiority feelings in the infant and 
child, the deviations from psychoanalytical viewpoints, are discussed ; and 
Adler’s will to power is stressed as the driving force. 

Individual psychology asserts it has a more optimistic life-philosophy 
than psychoanalysis and that it reaches beyond the object libido orienta- 
tion. Living courageously without losing one’s individuality is considered 
life’s purpose. 

In the light of individual psychology, the dynamies of neuroses and psy- 
choses are characterized mainly as loss of courage or discouragement. 
Twelve chapters are devoted to contemplations on individual psychology. 
The thirteenth chapter deals with therapy. Psychotherapy in individual! 
psychology signifies knowledge of the patient’s life and developmental liis- 
tory, the family constellation, some kind of transference, situational un- 
derstanding, revival of courage and guidance. Possible environmental 
changes are also taken into consideration. 

The monograph does not present anything new or original. It is what 
it pretends to be—comments and a presentation of Adler’s psychology. 
The therapeutic application of individual psychology is the weakest part 
of the presentation, in the reviewer’s opinion. 


Advances in Military Medicine. [Edited by the Committee on Medica! 
Research of the Office of Scientific Research and Development. Volume 
I, 472 pages; Volume II, 754 pages. Cloth. Atlantie-Little, Brown. 
Boston. Price $12.50 per set. 


These books belong in a series of volumes with the common title, Scienc: 
in World War II, prepared under the authority of the Office of Scientific 
Research and Development. The series is the outgrowth of the work of nu- 
merous scientists in the fields of medicine, chemistry, physics and engineer- 
ing, deseribing their activities with the Office of Scientific Research and 
Development, reporting and evaluating their contributions to the winning 
of the war. 

Advances in Military Medicine records the achievements of medical men 
and their associates during World War II and covers a wide range of sub- 
jects pertaining to the health of the soldier in the air, at sea, in the tropics 
or in the arctic regions. 

Volume I is divided into four parts: medicine, surgery, aviation medi- 
cine and physiology. Problems such as those relating to infectious diseases, 
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convalescence, wound healing, gas gangrene, burns, frostbite, ‘‘trench 
‘oot.’ eoneussion, prosthetics, shock, blood substitutes, nutrition, protec- 
tion against extremes of heat or cold and the effects of high-speed aircraft 
on the human system are described thoroughly. The remaining six parts 
included in Volume II, are anti-pest agents, chemical warfare agents, 
adrenocortieal steroids, malaria, penicillin and sensory devices. Here the 
problems recorded are the effects of gases, the new insecticides and their 
uses, the synthesis of adrenocortical steroids, the synthesis of antimalarial 
s, the research on penicillin and the use of sensory devices for the deaf 
blind. Volume II closes with a huge bibliography and a very detailed 


arug 
and 
index. 

In summary these two volumes contain a tremendous amount of informa- 
‘ion relative to the medieal problems which arose at the beginning of and 
during the recent war, the experiments conducted, the difficulties encoun- 
tered, the ultimate results and their association with future medical and 
rehabilitative objectives. 


Brain and Intelligence. \ Quantitative Study of the Frontal Lobes. By 
Warp C. Hausteap, Ph.D. 206 pages, with preface, appendices, ref- 
erences and bibliography, author index and subject index. Cloth. The 
University of Chicago Press. Chicago. 1947. Price $6.00. 


lt is a matter of common observation that conventional intelligence quo- 
tient determinations do not correspond necessarily with much of anything. 
Their application to industry and the schools may show considerable sta- 
tistical relation, but there are many exceptions. It is also well established 
that considerable damage to the prefrontal lobes, even including their bi- 
lateral removal, may not significantly alter the intelligence quotient. In 
tact, there are reported cases of a gain in intelligence quotient following 
cerebral lobeetomies. These findings require consideration and evaluation 
of what it is that the intelligence tests measure, as well as the more sub- 
‘le question of what the schools are doing. To lift an important quotation 
trom its context, Dr. Halstead states, ‘‘Certainly there is some reason to 
suspect that the school situation may provide a mass medium for impressing 
ieurotic modes of adaptation . . .’’ To make a further inference, com- 
pletely unjustified by the context, intelligence tests may measure the abil- 
ity to be ‘‘impressed’’ with this neurosis. 
At any rate, standard intelligence tests produce almost more problems 
ian they do answers. Dr. Halstead has attacked some of these problems 
elaborately, and has devised, combined, and adapted various tests in such a 
luanner as to be able to measure a ‘‘biological intelligence,’’ characteristic 
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of the human animal, concerned in survival of the species, and subject to , 
pathology which may contribute to the understanding of behavior. Brain 
and Intelligence is extremely compressed, largely concerned with facts 
and experimental evidence, but is so leavened by speculations and the pos. 
sibility of applications that the necessary statistics are not able to make it 
dull. Very definitely, the subject, and the book, are not only for psycholo- 
gists, but will draw on the deepest psychiatric, analytic, neurological, and 
anatomical observations. For example, an appendix presents 50 case sum- 
maries, with complete diagramatie representation of the locations and ex- 
tent of the actual brain lesions involved in the cases. The selection and 
meticulous presentation of this material is only one instance of the heroic 
nature of the work which must have gone into this study. 


Varieties of Temperament. By W. H. Suevpon, Ph.D., M. D., with the 
collaboration of S. S. Svevens, Ph.D. 520 pages with index. Cloth. 
Harper & Brothers. New York. 1942. Price $4.50. 


This is the second volume of a series begun in 1940 with the publication 
of The Varieties of Human Physique. The present book is an exhaustive 
treatment of the correlations between physique and temperament; in other 
words, between what the author calls the ‘‘staties’’ of humanity and the 
dynamics of personality. 

This book should be studied in relation to the previous volume which 
uses a three-numeral seven-point scale to classify the somatotype in regard 
to mesomorphy and ectomorphy. 

The present volume reports the standardization of 60 personality traits 
into three groups of 20 which the author designates as viscerotonia, soma- 
totonia and cerebrotonia. In a study of 200 young men over a period of 
five years, Sheldon and co-workers have found correlations of about --.80 
between the morphological and temperamental classifications. 

Dr. Sheldon’s classifications of temperament are those of the normal. 
They are neither attempted for, nor at present adapted to, the classification 
of abnormal temperaments, which is one task of psychiatry. They are, 
however, of extraordinary interest in that they indicate a much closer cor- 
relation of constitution and temperament than is generally recognized. The 
work is thoroughly reported. Appendices give the basic data for Dr. Shel- 
don’s 200 cases; the Wisconsin Seale of Radicalism and Conservation witli 
test results; the Chicago Seale of Mental Growth and tables for inter-corre- 
lations of Dr. Sheldon’s 60 personality traits. 

This book is, of course, basic for further research in the problem of con- 
stitution and its relationship to temperament. 
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New Life of Mr. Martin. By Roxserr Brirrautr. 436 pages. Cloth. 
Charles Seribner’s Sons. New York. 1947. Price $3.00. 


Robert Briffault is the author of a monumental and epoch-making socio- 
logical work, The Mothers, and of a novel, Europe, which was something 
of an epie of the disintegration of Europe in the days before the first World 
War. 

In New Life of Mr. Martin Briffault has written a tale of the tragic days 
leading up to the second World War. It is a setting which might well have 
produced another epic. It hasn’t. 

New Life of Mr. Martin is the story of a derelict who inherits enormous 
wealth and assumes a new identity. To this reviewer it is a fictional con- 
fusion which reealls, by turn, Don Quixote, The Count of Monte Cristo and 
Edgar Wallace’s famous ‘‘just men.’’ At its best it is wooden; at its worst 
it could serve as a model for snobbery for E. Phillips Oppenheim. 

Briffault’s Mr. Martin is a combination Harun-al-Rashid, Casanova, 
and the Rollo boys converted to Marxianism. Mr. Martin has all the habits 
{a satyr and all the human compassion of a pig. This reviewer, who has 
long been an admirer of Briffault, can only suppose that the author in- 
tended this work to be a satire on everything and everybody from the mod- 
ern capitalist to the modern communist. If so, the reviewer thinks it has 
misfired. 


The Reach of the Mind. By J.B. Ruine. 234 pages. Cloth. William 
Sloane Associates. New York. 1947. Price $3.50. 


This is a non-technical report by Dr. J. B. Rhine on the results and pres- 
ent studies of the research in parapsychology or extrasensory perception 
conducted at Duke University. 

Researches far antedating the Duke experiments, as well as those at Duke 
itself, lead to eonelusions which are not explicable by the ordinary rules 
of physies. The principles by which we understand our universe—from 
sub-atomie physies to the outer galaxies—do not appear applicable to the 
mind, which is not to say that the functions of the latter are supernatural. 
Telepathy, clairvoyance, precognition or prophecy and the ability of the 
mind to influence the performance of matter seem to have been established 
by the most rigorous statistical standards. 

Because psychiatry also deals with the mind, Dr. Rhine’s book deserves 
the attention of all psychiatrists. From the point of view of the psychia- 
trist, it might be mentioned that the phenomena recorded seem often 
not to be subject to conscious control. They form new vistas of the vast 


unconscious which it has long been the problem of psychiatry to investi- 
gate. 
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It’s How You Take It. By G. CoLKEer Caner. 152 pages. Cloth. Cow- 
ard-MeCann, Ine. New York. 1946. Price $2.00. 


As stated in the preface, ‘‘The purpose of this book is to bring together 
common sense and useful information which every person over sixteen 
should have about the use of the mind and the effect of emotion, and about 
types of reaction to various circumstances that everyone meets both in 
school and in later life. . . . The book is written with the intention that 
it be given to persons of high school age, but the material is of interest to 
all, particularly to those who have difficulties of adjustment, or who are in- 
terested either in developing their full potentialities, or in training and 
guiding their children or pupils.”’ 

The book contains 10 chapters, each subdivided into questions with de- 
tailed answers. Questions included are: How Can We Make Others Like 
Us? How Is a Boy or Girl Likely to React to Too Much Restriction? Do 
Most People Realize That Emotion Causes Real Symptoms? What Is It 
That Distinguishes Nervous People from Others? What Can People Who 
Are Oversensitive Do About It?) What Is the Most Frequent Cause of 
Emotional Upsets? What Is Meant by Frustration and What Can One Do 
About It?) The answers to these queries are clear and concise, without be- 
ing abrupt. Written mainly for adolescents, the book can easily be under- 
stood by most ’teen-agers. It is therefore recommended for persons in this 
age group as well as their elders who may be ealled upon to answer these 
questions for their perplexed offspring. 


How to Keep a Sound Mind. By Joun J. B. MorGan. 414 pages. Cloth. 
The Maemillan Company. New York. 1946. Price $2.75. 


The author states that this book is primarily for the college student and 
suggests that it be used as a basic text for courses in mental hygiene. The 
primary purpose is to give to the individual a better understanding of him- 
self and aid him in developing a better personal mental hygiene program. 
Methods for correcting faulty habits are suggested as aids to help the indi- 
vidual make a better adjustment. 

There are chapters on such subjects as how to appraise yourself, how to 
make people like you, how to develop social poise, how to attain social se- 
curity, how to overcome handicaps, how to attain emotional maturity, how 
to master fears, how to overcome emotional depression, how to fit into a 
working world, how to make your work count, how to think clearly, how to 
solve mental conflicts, how to develop a wholesome pattern for living. The 
last chapter is excellent and is entitled ‘‘How to Be Happily Maladjusted.”’ 

The book is well written, in simple terms, and should be easy to follow 
by laymen and students of mental health. 
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Sex Problems of the Returned Veteran. [vy Hlowarp Kircuine, M. D. 
124 pages. Cloth. Emerson Books, Inc. New York. 1946. Price $1.50. 


llere is a book for married couples, not only veterans but all couples. It 
s more precisely a treatise on marriage itself rather than one on only the 
particular problems confronting the ‘‘returnee.”’ 

The word ‘‘sexual’’ as applied here refers to the term in its broad gen- 
eral sense rather than to the specific sense of physical relationship. It does 
not, nor does it claim to, concern itself with the problems peculiar to the 
actual physieal part of marriage. Instead it discusses, in every-day terms, 

e psychological problems connected with married life in all its phases. 

This book is written in language which all can understand; and, while 

has nothing particularly new to offer those in the field of psychology, it 
does offer a great deal to the layman. As Ernest R. Groves states in the 
‘oreword, ‘‘ Within its pages are the most hopeful insight and wisest counsel 
| have ever found in any discussion of marriage problems.’’ 


Physical Examinations of Selective Service Registrants in the Final 
Months of the War. 102 pages. Paper. National Headquarters, 


Selective Service System, Washington, D. C. 1946. 


This booklet is also known as Medical Statisties Bulletin No. 4, and has 
been compiled to explain and tabulate figures on inductees rejected for 
military service during the period January 1944-August 1945 and to clas- 
sify the reasons for such rejections. It is an analysis of both national and 
state data. 

Since this booklet covers only approximately the last one and one-half 
vears of the war; since it covers a period when there was a scarcity of 
available manpower in the group of men under 26; and since statistics of 
this sort were influenced by administrative policies and procedures, the 
opinions expressed and the figures given are not correet for the total pe- 
riod of selective service. However it is interesting to note that, for the 
period eovered by this manual of approximately five and one-half million 
registrants examined, about two and one-half million or 44 per cent were 
rejected for general military service. The leading cause for all rejections 
was mental disease, accounting for 26.8 per cent. Also, ‘‘tubereulosis, car- 
diovascular defects and musculoskeletal defects were of greater relative 
importance as causes of rejection among older men than among those un- 
der 26 years of age, who were more apt to be rejected because of mental 
and personality disorders. ’’ 
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Psychology in Living. By WenpELI. Wuire. 393 pages. Cloth. Mac. 
millan Company. New York. Revised edition. 1947. Price $2.95. 

This book attempts to present psychological principles as tools in ob- 
taining a more effective life. The author’s ideas are given in a simple, ele. 
mentary style which the layman may find interesting and valuable. Some 
of the ideas presented are recognized psychological concepts, but most of 
them are of the common-sense, homespun-advice variety. White gives rules 
for dealing with people and for obtaining one’s needs and even gives the 
exact words one should use. Numerous quotations serve to make the au- 
thor’s style jerky rather than interesting. 

While making psychology simple, the author has made understanding 
superficial and the book may produce further misunderstanding of psy- 
chology in the mind of the average reader. 


The Story of Hypnotism. By Roperr W. Marks. 246 pages. Cloth. 
Prentice-Hall, Inc. New York. 1947. Price $3.00. 

This brief report of hypnotism is written by a layman for laymen. It is 
just what it purports to be, that is ‘‘the story’’ of hypnotism rather than 
the study of the phenomenon. 

So far as this reviewer can tell, Mr. Marks has reported and interpreted 
the history and current employment of hypnotism factually and without 
bias. There is an excellent discussion of the dangers of hypnotism, which 
the author feels are largely in the field of mass suggestion rather than in 
misuse of hypnotism as a clinical instrument. 

The usual pitfall of a book on this subject, which is the stimulation of 
amateur experimentation, seems to have been neatly avoided. 

The book can be recommended as an informative piece of ‘‘ popular sci- 
ence.”’ 


Mark It with a Stone. By Grorce Vicror Martin. 202 pages. Cloth. 
Frederick Fell, Inc. New York. 1947. Price $2.75. 


This is a psychological novel by a writer of competence and repute who 
has treated of the situation in which a man marries a mother-figure ; a gir! 
marries a child-figure, and the problem is complicated by the wife’s sister 
who definitely does not fit in the pattern. 

The book is written with understanding and tolerance. It fails in plaus- 
ibility. It is difficult to conceive of a veteran of the Second World War 
so ignorant of contraceptives as is Joe, the hero of this novel. The tragic 
solution also seems to be far from inevitable. Given the situation in which 
the characters found themselves and the reactions with which the author 
has endowed them, a much happier and simpler outcome would seem logical. 
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Tutoring as Therapy. By Grace Artuur, Ph. D. 125 pages. Cloth. The 
Commonwealth Fund. New York. 1946. Price $1.50. 


This book is a presentation of the tutoring program conducted under the 
direction of the author in the school system of St. Paul, Minn. It should 
be required reading for all teachers and for those in training to become 
such. Certainly in these times, with the public educational systems under 
widespread attack for their alleged failure to provide well-rounded educa- 
tional, social and personal training programs, the stimulating effect of this 
-olume should prove helpful. Dr. Arthur gives frequent case material to 
emphasize the positive results obtained with her approach. She also gives 
considerable detail in methods of tutoring as well as suggested solutions 
‘or the administrative difficulties inherent in any such approach. 

The outstanding positive value of the volume is the emphasis it places 
on the neeessity of considering the child as an individual with personal, 
psychological, emotional and family problems of his or her own. By using 
the entire armamentar’um of psychiatric, psychological, medical and edu- 
cational knowledge and methodology, the problem of the individual child 
can be understood and remedial measures can be taken. This has proved 
possible not only with children in the first grade but with those who are 
more advaneed in age. With both remedial and preventive aspects, it is 
apparent from the work presented that many of the problems found in our 
schools can be successfully solved so that children are enabled to gain the 
ereatest benefit from the school experience both emotionally and intellect- 
ually. How much later grief and emotional illness this will prevent, is 
inknown, but certainly the amount would seem to loom large if measured 
in terms of human happiness. 

or the practically-minded, the final chapter, ‘‘Tutoring as a Commun- 
ty Project,’’ will answer some of the questions concerning where the nec- 
essary services may be obtained and their estimated cost. Perhaps there 
should be added to the list of people for whom this book is required read- 
ng, the members of our community school boards. After all, it is only 
through their wisdom and co-operation that progress can truly be made in 
our educational systems. 


The Choice Is Always Ours: An Anthology on the Religious Way. 
Dorothy B. Phillips, Editor; E. B. Howes and I. M. Nixon, Co-Editors. 
xxii and 511 pages. Cloth. Richard R. Smith. New York. 1948. 
Price $4.50. 

The anthology entitled The Choice Is Always Ours is a compilation of 

Writings chosen from psychological, religious, philosophical and biographi- 

cal sourees. In its effect it is a mosaic of human insight. The editors have 
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felt for some time that deep in the psychie structure of every individy,! 
there is an urge for the kind of fulfillment which will yield serenity, joy 
wisdom, creativity, and power. 

The book is an ambitious piece of literature, and may be recognized as , 
souree book for spiritual progression. It is the kind of volume that may 
be kept at one’s bedside, for the times when sleep does not come easily an( 
when the mood leads one to contemplation and meditation. In this anthol. 
ogy almost anyone may find statements enough from a wide variety o{ 
writers on ways of life that can bring interest and novelty, if not meaning 
and direction, into our uncertain world of ideas and things. 

To be sure, The Choice Is Always Ours is more than a mere anthology: 
its over 400 selections are arranged in meaningful sequence, and are dy- 
namically integrated around the theme of life. The book is divided into 
three main sections, ‘‘The Way,’’ ‘‘The Techniques,’’ ‘‘The Outcome.” 
The writings quoted include some of the best thoughts of Jung, Kunkel, 
Horney, Lewis, Huxley, de Noiiy, Toynbee, Schweitzer, and Hocking. The 
volume puts forth the problem of life and its solution in terms of science, 
art, religion, philosophy, and psychology. The book has real impact an 
especial pertinence because its central theme is that of how man ean find 
what he is, who he is, and to what he must be related in order to be whole 


The Psychology of Human Differences. By Leona E. Tyrer. 42) 
pages. Cloth. Appleton-Century Co. New York. 1947. Price $3.7) 


The Psychology of Human Differences is an important contribution t 
applied psychology, and can be most valuable as a basie text in colleg 
courses. The material is presented in four parts which deal, respectively 
with: (1) The field of differential psychology with discussion of the nature 
and extent of measurable differences and development of the basie philoso: 
phy. (2) The major group differences with chapters on methods and logir, 
differences between men and women, race and nationality differences, class 
differences, age differences, the feebleminded and the genius. (3) Factors 
related to individual differences, covering logical and statistical concepts, 
the relationship of mental and physical characteristies, and the effect oi 
practice. (4) The appraisal of the individual with sections devoted to thi 
measurement of aptitudes, the search for basie traits and differential psy. 
chologv—a backward and forward look. 

Dr. Tyler has covered the field extremely well and presented in a clear, 
simple, easily-readable manner an interesting and most informative tex 
which should be on the ‘‘must read’’ list of all students of human behavior. 
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Psychology and Military Proficiency. By CHarves W. Bray. xviii and 
242 pages. Cloth. Princeton University Press. Princeton, N. J. 1948. 
Price $3.50. 


Charles W. Bray, chief of the applied psychology panel of the National 
Defense Research Committee, has written a lucid history of the panel in his 
Psychology and Military Proficiency. This book is an interesting and in- 
formative survey of the way in which psychology was applied to military 
problems by the panel. This work is based on the concept of ‘‘man-machine 
is the fighting unit—not man alone, not machine alone.’’ In other words, 
it is the author’s contention that one of the greatest intellectual achieve- 
ments of World War II was the application of scientific method to making 
the material weapon fit the man, and to testing, training, and selecting the 
man to utilize the particular weapon. 

The chapters in this history are written by a psychologist, and are in- 
tended for the intelligent man in all fields of activity, in the military realm 
particularly ; and the author therefore eschews technical jargon as much as 
possible. However, Mr. Bray implies that application of psychology, while 
very important in terms of the military, will help our people to a happier 
life if the ‘‘arts of peace’’ are practised. The author makes sense in this 
book, and it is hoped that the interest of the armed services in military psy- 
chology may be continuous. Perhaps future application of psychology gen- 
erally will help to avert World War III. After all, real happiness requires 
the adjustment of men and their capabilities to the world and to other men 
around them. 


Psychiatric Research. Harvard University Monographs in Medicine and 
Public Health, Number 9. Papers read at the dedication of the Lab- 
oratory for Biochemical Research, McLean Hospital, Waverley, Mass., 
May 17, 1946, by Cecil K. Drinker, Jordi Folch, Stanley Cobb, Her- 
bert S. Gasser, Wilder Penfield, and Edward A. Strecker. 113 pages. 
Cloth. Harvard University Press. Cambridge, Mass. 1947. Price 
$2.00. 

This book is a series of six lectures, by various prominent research and 
medical authorities, originally delivered at the opening of the McLean 
Hospital Laboratory for biochemical research in psychiatric problems. The 
scientifie content of the papers is surpassingly good. Notable in this re- 
spect are the contributions of Foleh, Cobb, and Penfield. The other lec- 
tures, by Drinker, Gasser, and Strecker, provide background, historical, 
and co-ordinating material for refreshing reflection on psychiatric orien- 
tation. The ‘‘leeture’’ type of setting permits the speakers to be enter- 
taining as well as informative. 
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The Inner World of Man. By Frances G. Wickes. 313 pages with 
drawings. Cloth. Henry Holt & Co. New York. 1948. Price $5.00. 


All the concepts in The Inner World of Man are illumined by the theories 
of C. G. Jung, especially those concerned with the persona, the shadow, the 
anima, and the animus. Mrs. Frances G. Wickes, the author of this novel 
psychological treatise, argues that psychological analysis starts a new life 
process which makes possible a continued connection with the inner world, 
The problems of life are never solved, it is maintained. But through an 
understanding and proper interpretation of dreams, fantasies, visions and 
images we can help make such unconscious material somewhat conscious. 

The Inner World of Man deals with case histories, which in the hands ot 
the author come to be stories of troubled minds who are helped to help 
themselves by the analyst’s patience and skill. The choice of such case 
histories approaches the excellent; and, together with the illustrations in 
the book, these cases are more absorbing than many novels. Mrs. Wickes 
handles very adroitly subtle interpretations, moral parables, mellow judg. 
ments, and psychological dramas of the spirit. 


The Buried Are Screaming. By HELEN WAREN. 186 pages. Cloth 
The Beechhurst Press. New York. 1948. Price $3.00. 


This is another of numerous stories of the flight to Palestine of Europe's 
pitifully few surviving Jews. The author is an American actress of the 
group sometimes described as ‘‘accidental Jews,’’ not conscious of dis- 
tinction from others until her maturity when she went to Europe with the 
U. S. O. 

Helen Waren took part in the organization and maintenance of the un- 
derground Jewish exodus to Palestine. She risked court-martial daily. 
Her report lacks the horror of a number this reviewer has seen. It is per- 
haps the more poignant for that. 

Her book is a text which anybody concerned with sociology—as psychi- 
atrists are supposed to be—should read. 


Don’t Do It Doctor. A Patient’s Eye View of Hospital Life. By Ja» 
KENWORTHY. 32 pages. Paper boards. Beechhurst Press. New York. 
1948. Price $1.50. 


This is a little volume of verse and cartoons on the perennially-interest- 
ing subject of operations. It is well worth reading for pure amusemett. 
It does not deal with psychiatry directly or indirectly but the psychiatrist 
will be interested in its exposition of the castration complex as well as 
others. 








ain Raa 


, 


CONTRIBUTORS TO THIS ISSUE 


FERDINAND R. PITRELLI, M. D. Ferdinand R. Pitrelli was born in 
Brooklyn in 1902. His academic education was in the Brooklyn public 
schools, the Royal Lyceum of Naples, Italy, and St. John’s College, Brook- 
lyn. He received his degree of doctor of medicine from the Royal Univer- 
sity of Bologna, Italy, in 1928. After a rotating interneship at Cumber- 
land Hospital, Brooklyn, he joined the staff of Central Islip State Hospital 
in 1930 and is now supervising psychiatrist there, in charge of extramural 
clinies. He is a diplomate in psychiatry of the American Board of Psy- 
chiatry and Neurology and is a member of the American Psychiatric Asso- 
ciation and the Association for the Advancement of Psychotherapy, as well 
as of local medical and psychiatric societies. Dr. Pitrelli is married and 
has one son. 


NANDOR FODOR, LL. D. Dr. Fodor, now a lay analyst in New York 
City, was director of research for the International Institute for Psychical 
Research in London from 1934 to 1938. During those years, he personally 
investigated a large number of Poltergeist phenomena. He found many 
instances of outright fraud and others attributed to ‘‘unconscious muscular 
activity,’’ but also found what he considers genuine manifestations—oper- 
ating in an unexplained manner, supernormal in the sense of the Duke 
University psychokinetic phenomena, but not supernatural. He believes 
such ‘‘genuine’’? phenomena are manifestations of major ‘‘mental’’ dis- 
order and that their psychodynamies and psychopathology can be under- 
stood only in the light of Freudian psychodynamies. 

Dr. Fodor’s psychoanalytie investigation (and exposure) of the well- 
known Thornton Heath Poltergeist in 1938 led to commendation from 
‘reud who read his report in manuscript and said that he felt ‘‘richly 
rewarded’’ for so doing. It led also to Dr. Fodor’s severance from the 
International Institute for Psychical Research, where his finding of a neu- 
rosis and demonstration of its sexual basis as an explanation for the Pol- 
lergeist were regarded as ‘‘indecent.’’ Nandor Fodor, born in Hungary, 
was graduated from the Royal Hungarian University of Science, Budapest, 
in 1917, with the degree of doctor juris universt. During his law studies, 
he became interested in forensie psychiatry, and he later turned to psycho- 
analysis when his work in psychical research convineed him that the 
methods eurrently employed were inadequate and that psychical phe- 
nomena could be interpreted only in the light of Freudian inquiry. He 
feels that Poltergeist phenomena lead to a dilemma for the psychiatrist or 
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psychoanalyst ‘‘who is unwilling to turn down a mass of human testimony 
because the events reported are at present beyond the range of scientif\ 
understanding.’’ Aside from earlier writings in the field of psychical re. 
search, Dr. Fodor is the author of many papers in psychiatrie and psycho. 
analytic journals. They inelude publications in the Journal of Nervous ani 
Mental Disease, American Imago, Psychoanalytic Review, Psychoanal yti 
Quarterly, Journal of Clinical Psychopathology, and a number of previous 
papers in THE PSYCHIATRIC QUARTERLY. 


JAMES B. FUNKHOUSER, M. D. Dr. Funkhouser, assistant chie/ 
of the neuropsychiatric service at the Veterans Administration Hospital, 
Richmond, Va., was born in 1913 and was graduated from Indiana Uni- 
versity School of Medicine in 1937. After a general interneship, he joined 
the staff of Virginia State Hospital, Marion, Va., and remained there unti! 
entering military service in 1942. He was overseas for three years, serving 
in charge of treatment wards in general hospitals receiving neuropsychia- 
trie casualties in Italy and Austria. Dr. Funkhouser is associate in psy- 
chiatry at the Medical College of Virginia, is a fellow of the American 
Psychiatrie Association and is a diplomate in psychiatry of the American 
Board of Psychiatry and Neurology. 


N. KALICHMAN, M.D. Dr. Kalichman, born in 1922, was graduated 
from MeGill University Medical School, Montreal, in 1944. He is at present 
doing postgraduate work in psychiatry at the Allan Memorial Institute o’ 
Psychiatry, Montreal. 





HAYDEN H. DONAHUE, M. D. Dr. Donahue received his medica! 
degree from the University of Kansas School of Medicine in 1941 after 
pre-medical education at the universities of South Dakota and Kansas. 
Following a year’s rotating interneship at University Hospital, Augusta. 
Ga., he beeame a resident for neuropsychiatric training there. He joined 
the Army Air Forces in 1942, served in North Africa as a flight surgeon. 
later was neuropsychiatrist in the Army Air Forces Redistribution Center 
at Atlantie City, N. J., and director of professional services at the Army 
Air Forces neuropsyehiatrie center, Don Ce Sar, St. Petersburg, Fla. Dr. 
Donahue was closely associated with Drs. Roy Grinker and John Spiegel. 
both overseas and after his return to this country, and had much first- 
hand information on the use of sodium pentothal and narcosynthesis. Afte! 
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ostilities ceased, Dr. Donahue joined the Veterans Administration in 
\Vashington, D. C., as chief of hospital operations; he is now executive 
oficer at the Veterans Administration Hospital, North Little Rock, 


Arkansas. 


MELVIN L. WINER, M. D. Dr. Winer, now ward surgeon and chief 

the psychoneurotie service at the Veterans Administration Hospital, 
North Little Rock, Arkansas, received his pre-medical training at the Uni- 
versity of Pittsburgh, Pittsburgh, Pa., and was graduated from the Uni- 
versity of Pittsburgh Medical School in 1945. After a year’s rotating in- 
terneship, he joined the Veterans Administration. 


NORMAN M. GLAZER, M. D. Dr. Glazer received his academic edu- 
‘ation at Northwestern University and was graduated from Western Re- 
serve School of Medicine in 1945. After a rotating interneship, he joined 
the Veterans Administration and is now a ward surgeon in the Veterans 
\dministration Hospital at North Little Rock, Arkansas. 


SAMUEL D. LIPTON, M.D. Dr. Lipton, a graduate of the University 


of Michigan Medieal School in 1939, interned at the Marine Hospital, 


Staten Island, N. Y., and at the Receiving Hospital, Detroit, Mich., before 
ecoming assistant resident in psychiatry at the Cincinnati General Hos- 
tal, where he remained until joining the army in 1942. From 1942 to 
146, he was neuropsychiatrist at various army installations in this country 
| the South Pacifie. On leaving the army, he became resident in neu- 
ogy at the University of Chicago Clinies and later instructor in psy- 
iatry at the same place. He has been in training since 1946 at the Chi- 
avo Institute for Psychoanalysis. 


EDWARD KEZUR, M. D. Dr. Kezur, a graduate of the University 


of Toledo and the University of Cincinnati College of Medicine, joined the 


in 1942 after serving a rotating interneship. He served until 1946, 
ielly in neuropsyehiatry. Dr. Kezur is now chief resident in psychiatry 
the Cincinnati General Hospital, the institution where he interned. 
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ELSE B. KRIS, M. D. Dr. Kris has been a member of the staff oj 
Pilgrim (New York) State Hospital since 1942 and is at present in charge 
of the electric shock department at that institution. Born in Austria, Dr. 
Kris is a graduate of the Vienna University Medical School where she 
studied psychiatry under Wagner-Jauregg. She was first assistant for fiye 
years at the Kinder Kranken Institut in Vienna and later was in private 
practice. She was the author of a paper on ‘‘The Convulsive Therapies,” 
published as part of Current Therapies of Personality Disorders (Grune 
and Stratton, New York) in 1946. 


J. ROBERT JACOBSON, M. D. Born in Chicago in 1902, Dr. Jacob- 
son received his medical degree from the University of Illinois in 1927. Ile 
was on the staff of Elgin (Illinois) State Hospital from 1930 to 1942. He 
was on active service, with the rank of commander, in the navy from 1942 
to 1946. Sinee April 1946, Dr. Jacobson has been clinical director of 
Territorial Hospital, Kaneohe, T. H. He is a diplomate in psychiatry of 
the American Board of Psychiatry and Neurology. 


SOL CHAREN, M. A. Mr. Charen, social worker and clinical psy- 
chologist, received his bachelor’s degree from Western Reserve University 
in 1935 and was graduated from the division of social work, Graduate 
School of the University of Pittsburgh, in 1937. From 1943 to 1946, he 
served in the army as a military social worker; he is now clinical psycholo- 
gist at the mental hygiene clinic, Baltimore regional office of the Veterans 
Administration. He is author or co-author of a number of papers, dealing 
with marihuana, military social work and out-patient problems. 





SAMUEL R. LEHRMAN, M.D. Dr. Lehrman is engaged in the private 
practice of psychiatry and psychoanalysis in New York City. A graduate 
of Columbia University, he received his medical degree from the Univer- 
sity of Cincinnati College of Medicine. After a rotating interneship in 
New York City, he joined the New York State service at Utica State Hos- 
pital, later serving at Creedmoor State Hospital. Dr. Lehrman completed 
the postgraduate course in neurology and psyehiatry at the College of 
Physicians and Surgeons, Columbia University and underwent further 
training at the New York Psychoanalytic Institute. During World War 
II, he served as assistant chief neuropsychiatric examiner at the Toledo 
and Columbus, Ohio, induction stations, as chief of section (neuroses) at 
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the Newton D. Baker General Hospital, and as director of neuropsychiatric 
therapy and commanding officer of the treatment battalion of the neuro- 
psychiatric regiment at Wakeman General and Convalescent Hospital. Dr. 
Lehrman is the author of numerous scientifie publications, including con- 
tributions to THE PSYCHIATRIC QUARTERLY, the Journal of Nervous and 
Mental Disease, and the New York State Journal of Medicine. He is a 
diplomate of the American Board of Psychiatry and Neurology and is a 
fellow of the American Medical Association and of the American Psychia- 
trie Association. He is adjunct psychiatrist at Mt. Sinai Hospital, New 
York City, and acting chief of clinic in psychiatry at the out-patient de- 
partment of the same hospital. 


C. J. C. KENNEDY, M. D. Dr. Kennedy is supervising psychiatrist 
and physician in charge of the shock therapy department at Kings Park 
New York) State Hospital. A graduate of the Medical College of Vir- 
vinia in 1931, he joined the New York State hospital service at Utica as a 
medieal interne. In 1936, he studied under Manfried Sakel, originator of 
insulin shoek treatment, and later was physician-in-charge of the shock 
unit at Utiea. During 1937 and 1938, he was resident physician at Four 
Winds, Katonah, N. Y., a private institution where Dr. Sakel was con- 
sultant in shoek therapy and Dr. Kennedy responsible for the forms of 
shock therapy administered. He joined the staff of Kings Park State Hos- 
pital in the fall of 1938 and has been in charge of shock therapy there for 
the past seven years. He is a diplomate of the American Board of Psy- 
chiatry and Neurology. 


DAVID ANCHEL, M. D. Dr. Anchel, a graduate of New York Medical 
College in 1926, became a member of the teaching staff of that institution 
after his interneship, later becoming assistant professor in pharmacology. 
In 1930, he took a postgraduate course in x-ray at the New York Post 
Graduate Medical School, and from 1930 to 1942 was engaged in the prac- 
tice of endocrinology with Dr. A. S. Blumgarten, studying, in particular, 
the relationship of endocrine constitution to psychology. From 1942 to 
1946, Dr. Anchel was in the army, serving, after a course in anesthesia at 
the Mayo Clinie, as chief of anesthesia at the 40th General Hospital. He 
joined the New York State service in 1946 at Kings Park State Hospital 
where he became a senior psychiatrist in the shock therapy department. 
lis publieations include papers on cardiae arrhythmias and on tissue 
culture. 
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HIRAM K. JOHNSON, M. D. Born in Providence, R. I., in 1900, Dr, 
Johnson received his academic and medical education at Columbia College 
and at the College of Physicians and Surgeons at Columbia University. He 
interned at Atlantie City Hospital and later entered the New York State 
hospital system, where he has been since 1935. He is at present acting as. 
sistant clinical director at Rockland State Hospital. He is a lecturer in 
psychiatry at Union Theological Seminary. Dr. Johnson’s interest in mod- 
ern musi¢ was stimulated in his medical school days when he was in charge 
at night of the musie room of the New York Publie Library at 42d Street. 
He lists other interests as the history of magie and ‘‘ Italian eating places.”’ 
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MEMORIAL PROPOSED FOR DR. HUTCHINGS 

Proposals for a memorial for the late Dr. Richard H. Hutchings, former 
editor of this QUARTERLY and former superintendent of Utica State Hos- 
pital, are under consideration by a temporary committee of his former 
colleagues. Members are Dr. Harry A. Steckel, former director of Syra- 
euse Psyehopathie Hospital; Dr. Arthur W. Pense, deputy commissioner 
of the New York State Department of Mental Hygiene; and Dr. Newton 
Bigelow, director of Marey State Hospital and present editor of THE Psy- 
CHIATRIC QUARTERLY and THE PsyYCHIATRIC QUARTERLY SUPPLEMENT. It 
has been suggested that an annual lectureship would be an appropriate 
memorial, as one of Dr. Hutchings’ greatest interests was teaching. His 
best-known publication was designed for that purpose, the Psychiatric 
Word Book, in wide use since 1930 as a standard pocket dictionary for 
psychiatrie nurses, social workers, internes and medical students. 

Dr. Hutehings was editor of this QUARTERLY and its supplement from 
1935 until his death on October 28, 1947. He had been in New York State 
service for 47 years, was a former superintendent of St. Lawrence State 
\lospital and was superintendent of Utica State Hospital from 1919 to 1939. 

The temporary committee invites any readers interested in establishing 
this memorial to address communications to Dr. Newton Bigelow, editor, 
Tue PSYCHIATRIC QUARTERLY, 1213 Court Street, Utica, N. Y. The com- 
mittee has been in touch with many of Dr. Hutchings’ friends and former 
colleagues but has necessarily been unable to cover the entire possible field. 
(ommunieations from others will, therefore, be weleomed. 
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NEW YORK PROGRESS REPORT ISSUED 

Commissioner Frederick MacCurdy, M. D., of the New York State De- 
partment of Mental Hygiene has issued a progress report for the fiscal 
vear ended March 31, 1948 showing a staff of more than 24,000 officers and 
employees, appropriations for the 1948-49 fiscal vear of $107,000.000. Im- 
provement in the personnel situation, which suffered from extreme short- 
ages during the war, is reported for the fiscal year; and an increase in 
capacity of approximately 9,000 patients for the entire hospital system is 
reported with the availability of six new units for the work of the depart- 
ment, three through the return by the federal government of hospital facil- 
ilies requisitioned for army use during the war, one through acquisition 
0! former naval training station structures, and two through utilization 
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of buildings completed before the war but impossible to staff during the 
war. The extensive postwar building program approved for the depart. 
ment, and for which more than $66,000,000 has already been appropriated, 
has been delayed by difficulties in the construction industry. The progress 
report notes inereased in-service training for employees in numerous fields 
and records an improved dietary for patients, with an appropriation of 
more than $16,000,000 for food, the largest in department history, available 
for the present fiscal year. 
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ARMY SYPHILIS RECORDS AVAILABLE 

The Veterans Administration announces that it has available the ma- 
jority of syphilis records of army personnel who were treated for the dis. 
ease during their service and that it can obtain data for other than army 
personnel in many instances. Résumés of such records are now available 
to private physicians when authorization for release is given by the patient 
eoncerned. The Veterans Administration expresses the belief that the 
résumés will be of use to many physicians treating veterans, as they in. 
elude details of treatment, and results of spinal fluid examinations and 
blood serologies. Service serial numbers, dates of enlistment and discharge, 
rank and organization should be ineluded in authorization applications. 
These should be addressed to the Dermatology and Syphilology Section, 
Veterans Administration, Munitions Building, Washington 25, D. C. 
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OCCUPATIONAL THERAPY CONFERENCE IN SEPTEMBER 

The American Occupational Therapy Association will hold its thirty- 
first annual conference at the Hotel Pennsylvania, New York City, Sep- 
tember 7 to 11, 1948, with more than 500 representatives of the field ex- 
pected to be present. Miss Susan Colton Wilson, senior occupational ther- 
apist, Brooklyn State Hospital, and president of the New York State As- 
sociation of Occupational Therapists, is chairman of the arrangements 
committee for the convention. 





MENTAL HYGIENE RESEARCH FELLOWSHIPS ANNOUNCED 

The United States Publie Health Service has announced the forthcoming 
award of a limited number of mental hygiene fellowships in predoctorate, 
postdoctorate and special research fields for psychiatrists, social workers, 
psychologists, anthropologists, sociologists and other properly qualified 
persons interested in mental health. Information may be obtained from 
the Division of Research Grants and Fellowships, Bethesda 14, Md. 
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ASSOCIATES HONOR THE MEMORY OF A. A. BRILL 


The New York Psychoanalytic Society and Institute, and the Associa- 
tion for Psychoanalytic Medicine joined on April 29, 1948 for a commemo- 
rative meeting in honor of the late Abraham A. Brill, M. D., who died on 
March 2. Dr. George E. Daniels presided at the memorial session which 
was conducted at the New York Academy of Medicine. Speakers were Dr. 
Nolan D. C. Lewis, Dr. Fritz Wittels and Dr. C. P. Oberndorf. Dr. Obern- 
dorf was committee chairman. 
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INTERNATIONAL CHILD HEALTH COUNCIL PROJECTED 


Dr. Leo Kanner of the Johns Hopkins University School of Medicine 
has been named president of the preliminary organization for the forma- 
tion of an International Council for the Mental Health of Children. Dr. 
M. Tramer of Bern, Switzerland, is vice president and Dr. Ernest Harms, 
acting secretary. The proposed council plans international work in pub- 
lic edueation, exchange of information, and in making contacts with gov- 
ernments. Charter members are announced from Canada, Latin-America, 
Europe and South Afriea, as well as the United States. The organization 
is based on the international connections of the publication The Nervous 
Child and a secretarial office at 30 West 58th Street, New York 19, N. Y., 
will centralize the group’s efforts. 

The first list of American charter members is announced as: Alexandra 
Adler, Harry Bakwin, Bert Beverly, Thomas W. Brockbank, Charlotte 
Buehler, Ernest Burgess, Florence Clothier, Stanley Cobb, Jacob H. Conn, 
Kugene Davidoff, J. Louise Despert, Felix Deutsch, Rudolf Dreikurs, Mar- 
varet W. Gerard, Margaret Ch. Gildea, Ernest Harms, Reynold A. Jensen, 
Leo Kanner, Violet De Laszlo, William Lennox, Edward Liss, Conrad A. 
Loehner, C, M. Louttit, Berthold Lowenfeld, William C. Morse, Martin L. 
Reymert, Russell Sands, Sophie Schroeder Sloman, Henry C. Schumacher, 
Lowell S. Selling, Percival Symonds and Leopold E. Wexberg. 





NATIONAL COMMITTEE ANNOUNCES ANNUAL MEETING 

The thirty-ninth annual meeting of the National Committee for Mental 
llygiene will be held November 3 and 4 at Hotel Pennsylvania, New York 
City with four scientific sessions, a business luncheon, and the annual 
luncheon at which presentation of the Lasker Award in Mental Hygiene 
will be made. This year’s award will be presented for a recent significant 
contribution to the education of the non-psychiatrie physician in the psy- 
chlogieal aspects of medical practice. 
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SCHOOL PSYCHIATRIST EXAMINATION ANNOUNCED 

An examination for license as school psychiatrist in the Bureau of Child 
Guidance, New York City, has been announced by the board of examiners 
of the New York City Board of Education for December 1948. Besides 
the usual qualifications for specialization in psychiatry, the position— 
which will pay $8,000 to $10,000 a year—ecalls for experience in the field of 
child psyehiatry. Details may be obtained from Joseph Jablonower, Chair- 
man, Committee on Child Guidance Licenses, 110 Livingston Street, Brook- 
lyn 2, N. Y. 
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PSYCHODRAMATIC CLINIC ANNOUNCED 
The third national conference on psychodrama, sociodrama, sociometry 
and group psychotherapy has been announced for September 4, 5 and 6, 
1948 at Beacon, New York. The conference is sponsored by the Moreno 
Clinie of Beacon, from which further information ean be obtained, and by 
the Psychodramatic Institute. 
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ERNST SIMMEL, M. D., DIES AT 65 


Dr. Ernst Simmel, pioneer psychoanalyst and a co-founder of the Berlin 
Psychanalytie Institute, died in Los Angeles on November 11, 1947, after 
a short illness, at the age of 65. Dr. Simmel, born in Breslau, was credited 
with founding the first psychoanalytic sanatorium in Germany; and he 
was president of the German Psychoanalytic Society for five years. He 
went to Los Angeles in 1934 to establish a training center for psychiatrists 
in psychoanalysis. His writings have been numerous in both German and 
English. His best-known contribution in English was the editing of Anti- 
Semitism: A Social Disease in 1946. 





CALIFORNIA OFFERS POSTGRADUATE COURSE 


The university of California has announced a course to be given by the 
division of psychiatry of the university’s medical school, in co-operation 
with the university medical extension department, in psychiatry and neu- 
rology, for the 12 weeks from August 30 through November 19, 1948. The 
course will be under the direction of Dr. Karl M. Bowman, professor of 
psychiatry at the University of California Medical School. 

















